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Whether or not this little girl is building up strong 
teeth as she quenches her thirst depends a lot on where 
she and the drinking fountain are. If the town’s water 
supply contains 1 part per million of fluoride and she 
keeps on living there she will have one-third as many 
cavities as she would if she lived in a town where 
the water contained a substantially lesser amount of 
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the fluoride ion or none at all. (See page 219.) 

Protecting water-supplies from pollution has long 
been a function of public health departments. Broad- 
ening this safeguarding responsibility to include cor- 
recting a fluoride deficiency, hundreds of communities 
in recent years have been adding fluoride to their water 
supply to help their children build strong teeth. 
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Great Britain’s and the United States’ 
most authoritative scientific organizations 
alert health workers to the need for... 


SAFEGUARDING CHILDREN 
FROM RADIATION RISKS 


ROBERT W. MILLER, M. D. 


Professional Associate, Committee on Atomic Casualties, 


N JUNE 12, 1956, there appeared the first of 

a series of publications issued by six commit- 

tees of United States scientists called together 

by the National Academy of Sciences—National 

Research Council to review comprehensively the 

biologic effects of nuclear and allied radiation.’ 

Simultaneously the British Medical Research Coun- 

cil presented to Parliament its report on the same 
subject.? 

These scientific groups were composed of indi- 
viduals who are among the most learned in their 
countries in the various fields of medicine and in 
the basic sciences as they relate to radiation * effects. 
They evaluated the mass of scientific information 
on radiation effects in man and the sources of radia- 
tion exposure. The results of their deliberations 
are available to anyone who desires copies. 

The British panel for the review of genetic ef- 
fects was made up of 7 scientists and the American 
group of 18, 16 committee members and 2 consult- 
ants. For the study of the effects of radiation on 
the health of the individual, the British panel was 
composed of eight scientists. In this country the 
corresponding Committee and Subcommittee on 
Pathologic Effects of Atomic Radiation had 49 mem- 
bers and 8 consultants. The American report also 
contains the findings of other committees concerned 
with estimating present and possible future con- 
tamination of air, sea, and land with radioactive 
materials from atomic industry and weapon testing. 

Both the American and the British reports con- 
cluded that the genetic effects are the determining 
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factor in establishing man’s allowance for whole- 
body radiation. They pointed out that information 
derived from experimentation on fruitflies and mice 
indicates that mutant genes, unlike other radiation- 
induced damage, are produced by even the smallest 
exposure of the reproductive cells to radiation. 
While little is known directly about the effects of 
radiation on human genes, the patterns of genetics 
are generally thought to be the same for all forms 
of life which reproduce sexually. In all but the 
very rarest instance, radiation-induced mutations 
are detrimental, according to the reports. In the 
next generation, or in generations farther in the 
future, they may cause or contribute to the occur- 
rence of miscarriages, congenital malformations, or, 
more subtly, increased susceptibility to certain 
dliseases. 

Radiation-induced genetic mutations are of con- 
cern only when they take place in the 


gonads of in- 


dividuals who are in the childbearing age or younger. 
The reports’ recommendations for minimizing radia- 
tion exposure in medicine and dentistry apply, 
then, most particularly to those responsible for the 
medical and dental care of children and young adults. 

The United States and British scientists both con- 
cluded from their reviews of current genetic theory 
that for the population as a whole the average ac- 
cumulated dose of radiation to the gonads should not 
exceed 10 roentgens from conception to the age of 
30 years. About half of the children in the United 
States are born to parents under 30, nine-tenths to 
parents under 40. This allowance is for radiation 
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HOW ARE professional organizations re- 
sponding to the call for alertness to radia- 
tion hazards in the reports reviewed in this 
article? Replies to an inquiry from CHIL- 
DREN showed interest, some fear of public 
misunderstanding, and various publicizing 
activities. 

The American Medical Association plans 
“a review study of the material from the Na- 
tional Academy of Sciences and other 
sources,’ and the American Academy of 
General Practice will cooperate with the 
AMA. The American Academy of Pediat- 
rics has published articles and editorials giv- 
ing the reports’ findings and urging caution 
in the medical use of X-rays and radioactive 
materials. 

The American Dental Association has 
published an editorial in its journal which 
while referring to “apprehension” among 
patients as a result of the reports, advises 
dentists to heed its recommendations. The 
American College of Radiology, while ap- 
proving of the report of the National Acad- 
emy of Sciences insofar as it furthers ‘‘con- 
tinued education” on radiation hazards 
maintains there is “room for discussion” as 
to the ‘“‘validity of some of the inferences. ..” 

The American Public Health Association, 
in a brief editorial in its journal, has particu- 
larly emphasized the significance to health 
officers of the reports’ warnings on the 
dangers of radioactive industrial waste. 

The source of the American report, The 
National Academy of Sciences—National 
Research Council, has sent out 40,000 free 
copies of the report and is planning further 
studies and discussions on radiation hazards. 











exposures in excess of that from the natural environ- 
ment to which man has always been exposed. 

Both scientific groups recommend that for the indi- 
vidual the dose of radiation accumulated by the re- 
productive cells in the first 30 years of life should 
not exceed 50 roentgens. The British scientists add 
that not more than one individual in 50 should re- 
ceive this maximal permissible dose. 

These figures are based on today’s best estimate of 
the impact that a 20-percent nationwide increase in 
the number of mutant genes would have on the 
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health and development of the descendants of today’s 
population in the United States. 

Radiation produced by X-ray and fluoroscopic 
diagnostic practices in medicine and dentistry is the 
greatest present threat to our population’s allowance 
for safety, according to these reports. They point 
out that while little is known of the delayed fallout 
of radioactive particles that are stored in the strato- 
sphere as a result of testing large nuclear devices, 
the dose received from eternal radiation of fallout 
from nuclear test weapons at the present rate of ex- 
posure is negligible. Medical and dental X-ray pro- 
cedures in the United States now exhaust from 3 to 
t of the 10-roentgen limit, as defined above. Again 
the reader is reminded that these figures are averages 
for the dose acquired by the reproductive cells of the 
population as a whole. 

That the most ordinary diagnostic medical and 
dental X-ray exposures can be additive throughout 
the life of the patient is a relatively remote concept 
to most practitioners of medicine. In this age when 
emit radiation are 
used more and more commonly in medicine, in in- 
dustry, and by the military, it is urgent that man’s 
tolerance be dissipated as little as possible, and from 
the very start of life. Who can tell which of today’s 
babies will, 25 years from now, be exposed frequently 
to X-ray machines when, in adulthood, they work as 
doctors, dentists, nurses, technicians, or attendants? 
Which of these babies will later be the factory work- 
ers inspecting golf balls with the use of fluoroscopes, 
or the men who mine uranium, or the people working 
near nuclear power generators? 

For the individual, how much of the scientists’ 
recommended maximum permissible dose of 50 ro- 
entgens, accumulated by the gonads in the first 3 
decades of life, is spent as the patient undergoes vari- 
ous radiologic tests? 

Very little of the radiation that is directed to the 
individual’s chest, head, arms, or lower legs reaches 
his reproductive cells. Some, however, does reach the 
gonads by the scatter that occurs when the radiation 
is deflected by bone or by structures near the patient. 
Reproductive cells may be directly under the beam of 
the X-ray when radiologic studies are made of the 
hips, spine, pelvis, or abdomen. 

When one X-ray film is made of the abdomen, the 
dose to the skin of the patient at the point where 
the radiation enters his body is about 1.2 roentgens, 
varying with the technical X-ray factors used. If 
the testes are included in the radiation field, they 
may receive virtually the full skin dose. As the 
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radiation passes through the tissues some of it is 
absorbed, so that deeper organs receive a smaller 
dose. Because the ovaries are partially shielded in 
this manner, they are subjected to perhaps one-sixth 
of the skin dose. Some radiologic studies, such as 
the intravenous pyelogram, require a series of X-ray 
films of the pelvic region. 

The expenditure of one’s allowance for radiation 
is greater when fluoroscopy is used than when an 
X-ray film is made. In fluoroscopy, the patient’s 
skin facing the beam of X-rays may receive between 
2 and 100 roentgens per minute, depending on the 
output of the machine used and the distance of the 
patient from the source of radiation. The usual 
dose, however, is 10 to 20 roentgens per minute. The 
area under examination is customarily exposed for 
2 to 5 minutes. The testes are not likely to be in- 
cluded in the fluoroscopic field except when ab- 
dominal studies are performed on infants and small 
children, but in all fluoroscopic procedures the re- 
productive cells receive some scatter radiation. 

In the past when X-rays or fluoroscopic studies 
have been made of the abdominal or pelvic region or 
of the hip it has not been common practice to protect 
the testes by placing a layer of lead between this 
organ and the radiation. This usually would not 
alter the diagnostic value of the roentgen procedure. 
Yet even in some of the best hospitals in the United 
States today, the value of this simple protective 
measure is not recognized. Methods are being in- 
vestigated for shielding ovaries without obstructing 
the view of the organs under study. 

Because many physicians have seen no clinically 
detectable ill effects in their patients, the concern 
that geneticists have expressed has seemed to many 
practitioners in the past to be of small consequence. 
The present reports may improve the understanding, 
and consequently the practice. 

What are some of the precautions that should be 
taken in the future ? 

The observations that follow are the present au- 
thor’s interpretations, drawn from the radiation 
literature *° and from clinical experience,® of the 
implications of the British and United States reports. 

When radiation is administered by a well-trained 
person, there is no acute hazard to the patient. 

X-ray films should be obtained, of course, when- 
ever it is a matter of medical necessity, but under all 
circumstances the patient should receive the smallest 
exposure that will provide adequate diagnostic in- 
formation. There should certainly be no limitation 
of the use of properly administered roentgenologic 


VOLUME 3 — NUMBER 6 


procedures for the early detection of diseases that 
would otherwise elude recognition. Thus, survey 
films for the identification of early tuberculosis, can- 
cer, and other diseases commonly detected by X-ray 
in properly selected groups are not to be discouraged. 

When a radiologic examination is needed, an X-ray 
film should usually be obtained initially. After the 
survey film has been secured, a fluoroscopic examina- 
tion can be made, if it is required, to obtain more in- 
formation about the abnormality. This would 
preclude the use of fluoroscopy routinely as part 
of the monthly examination of the infant in the first 
year of life, a rather common practice in certain parts 
of the United States.’ 

In clinical practice, as distinguished from clinical 
investigation, X-ray is sometimes used for the pre- 
vention or treatment of disease without adequate 
scientific proof that it is beneficial. For example, an 
occasional physician has subjected all newborn in- 
fants coming into his practice to prophylactic radia- 
tion of their thymus glands in the belief that this 
increases the child’s resistance to infection. There 
has been no well-designed clinical study to substan- 
tiate this belief. Studies have been made which sug- 
gest that children whose “enlarged” thymuses are 
treated by radiation early in life have an increased 
incidence of cancer of the thyroid and of leukemia 
in the next 2 decades.* 

Irradiation of the ovaries for the relief of sterility 
in women, which usually involves a dosage of 50 to 
90 roentgens, has been widely practiced by several 
gynecologists and enthusiastically recommended to 
the medical profession by them.* *° They have ap- 
parently not contrasted the results they obtained in 
the radiation-treated women with those in a sham- 
treated comparable group observed concurrently in 
a “double-blind” study : that is, one in which neither 
the attending physician nor the patient knows which 
procedure is used. It may be that the preparation 
for the X-ray treatment evokes an emotional response 
in the patient that makes pregnancy possible. If 
this is the case, an equally effective device may be 
found to produce the same results without adminis- 
tering radiation and so spare the descendants of these 
women an extra load of mutations. 


Nongenetic Effects 

The nongenetic effects described in the following 
paragraphs are from the American and British re- 
ports. Descriptions of the mechanisms by which 
these changes may be produced are from the reviews 
of the literature.” ° 
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Most of the disabilities caused by radiation- 
induced mutations will not make their appearance 
until several generations after exposure, and so are 
not likely to be a matter of real concern to most 
people. Of more immediate interest, perhaps, is the 
threat to the health of our own generation from 
excessive exposure to radiation. To determine what 
immediate or delayed effects there may be to the 
living and to their immediate offspring, one must 
examine information derived from animal experi- 
the accidental 
human beings, and from the survivors of the atomic 


mentation, from overexposure of 
bombs in Japan. 

The sum of these experiences indicates that non- 
genetic radiation-induced disease does not become 
clinically apparent until a threshold has been ex- 
ceeded. Lesser exposures fall within the range of 
tolerance and the subject experiences no noticeable ill 
effect. 
nongenetic damage to the body is usually repaired 


If the radiation dose is not a lethal one, the 


within a few weeks of its occurrence, but this recovery 
may be incomplete. Some malfunctioning cells may 
apparently lie dormant for years. Then, when some 
other change in the patient’s body or environment 
occurs, the malfunction worsens or the number of 
defective cells increases until finally a clinically ree- 
ognizable disease develops. Since the injury sus- 
tained by a series of exposures may be cumulative 
throughout life, each repetition of injury may hasten 
the approach of the threshold for late effects. 

Animal experimentation has shown that at certain 
times in pregnancy some of the organs of the embryo 
are especially susceptible to the effects of radiation." 
This has been confirmed in the human being. In 
Hiroshima and Nagasaki, women who were heavily 
exposed to the bomb when they were between the 7th 
and 15th weeks of pregnancy gave birth to children 
who suffered mental retardation associated with a 
smaller head circumference than normal.® 

Children are thought to be more susceptible than 
adults to the delayed effects of radiation because 
rapidly dividing cells are generally more susceptible 
to such damage produced by this physical agent. In 
addition, because of their longer life span, children 
are more likely than adults to survive the latent pe- 
riod of the delayed sequelae. 

The study of the atomic bomb survivors in Japan 
shows conclusively that the incidence of leukemia in 
man increases as the result of single large exposures 
of the whole body to radiation. It has been reported 
that the incidence of this disease among radiologists 
in the United States is nine times greater than among 
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If further 
studies substantiate this, it would mean that very 
small daily radiation exposures of the whole body can 
also produce this disease in the human being. The 
medical literature contains accounts of an increased 


physicians who are not radiologists.” 


incidence of leukemia among children given radia- 
tion therapy for enlargement of the thymus gland, 
and among adults who have received irradiation of 
the spine for rheumatism.’ If these are confirmed by 
additional studies, one would conclude that partial 
body exposures to therapeutic doses of X-rays can 
also induce leukemia. 

Premature aging is a late sequel of radiation which 
has been found in laboratory animals but has not yet 
been conclusively demonstrated in man. The short- 
ening of life that occurs is proportional to the dose 
of radiation given. The animals grow senile when 
they are only middle-aged, and their deaths are 
caused by the multiplicity of diseases that ordinarily 
beset the elderly members of their species.” 

While these observations suggest that the human 
population as a whole may have a liberal margin of 
safety for delayed effects of radiation other than 
genetic mutations, the minimal dose level for pro- 
ducing these changes in any individual is unknown. 
It probably depends on his natural resistance to 
radiation and on the influences of other changes in 
his environment—diseases, drugs, aging, more radia- 
tion. Conceivably a combination of factors could 
cause an occasional individual to be unusually sus- 
ceptible to the effect of radiation. 

While it is extremely unlikely that medical or 
dental diagnostic X-rays, when properly adminis- 
tered, will precipitate any of the nongenetic late 
effects, cumulatively they may shrink a_patient’s 
tolerance so that he will be less well able to with- 
stand an unavoidable exposure to radiation in the 
future. 


Current Radiation Protection 

There are physicians, particularly radiologists, 
who endeavor to protect their patients and personnel 
from the possible late effects of X-rays. They have 
devised radiologic techniques that lessen the area of 
the body that must be exposed, the time that the 
patient is subjected to the X-ray beam, and the 
dosage output of roentgen-ray machines. However, 
the operation of many X-ray devices is not under 
the supervision of individuals properly trained in 
radiologic procedures. It is in these instances that 
unnecessary exposures are most likely to occur. The 
recommendations of the Committee on Radiation 
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Protection, of the American College of Radiology, 
may not reach a large portion of individuals using 
X-ray equipment. 

The gains that can be made to diminish unneces- 
sary radiation exposure are exemplified by the his- 
tory of fitting children’s shoes through the use of 
fluoroscopy. Physicians pointed out that shoes 
could be equally well selected without the use of this 
procedure, in which the output of the machines was 
often needlessly high, shielding was inadequate, and 
exposures were prolonged or repeated because of the 
interest of the children. In some States laws have 
been passed which bar or limit the use of fluoroscopes 
for this purpose. Five years ago they could be seen 


inmany shoestores. Now they are disappearing. 


A Challenge to Health Workers 


it has been recommended by the aforementioned 
British and American scientific groups that roent- 
gen-exposure diaries be kept for each person. This 
would enable the physician in the community, in the 
armed forces, and in industry to be conscious of the 
accumulation of X-rays already absorbed by the pa- 
tient. It is recommended that to conserve one’s 
tolerance to radiation as much as possible, doctors 
and dentists use X-rays only when it is “consistent 
with medical necessity” to do so, and then to use 
the least dose that will give satisfactory results. 
Although as leading physicians declare, keeping an 
exact account of the dosage received by every in- 
dividual may be impractical, perhaps a list of each 
patient’s roentgen-ray exposures would help his own 
physician to be aware of the record to date. 

To achieve a reduction in radiation exposure, it 
will be necessary to impress physicians and dentists 
with the need for doing so. The writings of in- 
dividuals on this subject do not carry the balance 
and authority possessed by the groups of British 
and United States scientists mentioned earlier in 
this paper. With the publication of the findings of 
these expert committees, an opportunity has been 
given to the medical and dental professions to im- 
plement the recommendations made. Scientific 
groups must now decide the extent to which the 
known facts should govern radiologic procedures as 
they are employed by each of the medical specialties 
and in dentistry. This applies both to the me- 
chanics of using radiation devices and to the purpose 


for which they should be used. Scientists must 
advise on measures to be taken to familiarize stu- 
dents in professional schools and practitioners with 
this information. They must identify the gaps that 
exist in the understanding of radiation effects and 
provide the stimulus for undertaking laboratory and 
clinical investigations that will dispel the uncer- 
tainty and increase our knowledge. 

On the subject of late radiation effects, the most 
authoritative scientific organizations in both the 
United States and Great Britain have set the stage 
and raised the curtain. The remainder of the per- 
formance is the responsibility of all professional 
health workers, particularly those concerned with 
children. 


* National Academy of Sciences—National Research Coun- 
cil: The biological effects of atomic radiation; (a) A report 
to the public, (b) Summary reports. Washington, D. C. 1956. 

* Medical Research Council: The hazards to man of nuclear 
and allied radiations. London: Her Majesty’s Stationery 
Office. June 1956. 

* Radiation, as the term is used in this presentation, refers 
only to ionizing radiation. 

* Miller, R. W.: Radiation injury. Pages 1480-1482. Nel- 
son, W.: Textbook of pediatrics. Philadelphia: W. B. Saun- 
ders, 1954. 

— : Some potential hazards of the use of roentgen rays 
in pediatrics. Pediatrics, March 1953. 

‘_______s Delayed effects occurring within the first decade 
after exposure of young individuals to the Hiroshima atomic 
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THE HOSPITAL AND 
UNMARRIED MOTHERS 


LUCILE G. BOOLE, M. S. 


Principal Medical Social Worker, Social Service Department, University of California Medical Center, San Francisco 


HE GIRL “in trouble” 


doctor or 


often turns first to a 
a clinic to confirm pregnancy—in 

some instances early, in others only shortly be- 
fore term. Whether her reaction is one of silent 
withdrawal, apparent indifference, or obvious panic 
she needs immediate help. Though her initial con- 
tact with the hospital may be fraught with psycho- 
logical hazards, the service it gives her may be a 
decisive factor in the general course of pregnancy 
and in her decision concerning her baby. 

All the services a hospital can offer to an unmar- 
ried pregnant woman may be overlooked under the 
pressure of her immediate When 
brought into the picture early enough a hospital can 


medical need. 
play an active and positive role in converting a poten- 
tially devastating experience into a less traumatic 
one for the mother. 

The policies and procedures of maternity service at 
the University of California Medical Center in San 
Francisco illustrate how the hospital can assume a 
positive, dynamic role. The Medical Center is 
primarily a teaching institution for students in the 
schools of and Through its 
social-service department, it also offers fieldwork ex- 
perience for social-work students in their second 
graduate year. 


medicine nursing. 


The hospital accepts maternity patients on “staff” 
service as well as those under the 
faculty members. “Staff status” 
patient who is financially unable to pay for private 
medical care and, for a small flat fee, has all-inclusive 
maternity service provided by members of the resi- 


private care of 
designates the 


dent house staff under the supervision of the senior 
faculty. The “private” patient selects her physician 


from among the faculty, pays full hospital rates, and 
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private fees. The facilities of a rooming-in unit are 
available to both “staff” and “private” patients, in- 
cluding the unmarried mother, if she desires it and if 
space is available. 

In 1955 the Medical Center was the setting of 
1,147 deliveries, 20 percent through private and 80 
percent through staff service. Of the mothers, 191 
were known to be women pregnant out of wedlock. 
Among the latter were patients accepted from the 
Florence Crittenton Home in San Francisco, for 
whom the university provides, at a nominal fixed 
fee, the same prenatal, delivery, and postnatal care 
as for other staff patients. 

There is no typical patient among these women. 
The age range is wide. While the majority are in 
their late teens or early twenties, a substantial num- 
ber are between 12 and 15 years of age at the time of 
delivery and others are as old as 37 to 43. Thus, the 
word “girl” is not always applicable, nor is the word 
“woman.” 

A further obstacle in the use of descriptive nouns 
and adjectives is the variation in marital status. 
Most of the patients have never been married ; some 
have been married but are now divorced, are in the 
process of being divorced, or are separated from 
A few 
married couples ask for guidance in releasing the 
expected baby for adoption. 


their husbands and illegitimately pregnant. 


The patients vary in race, religion, economic 
Most of 
them are unable to pay for private medical care and 


status, and educational accomplishment. 


are on staff status. Many of these are nonresident 
girls who have resisted applying to the county hos- 


pital for care because of its policy of writing back 
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to the home county for verification of residence and 
payment through public welfare funds. Both pri- 
vate and county agencies in the San Francisco Bay 
area are trying to make available the financial help 
needed to carry such girls through their pregnancy 
and a reasonable period of convalescence, with the 
hope that they will not feel forced into plans they 
do not want to make. The agencies are also con- 
cerned with girls who have legal residence but are 
unable to pay medical costs. 


Approach to the Patient 

At the Medical Center the aim is to provide the 
best possible medical care through recognition of 
the interrelationship of medical, social, and emo- 
tional factors. This requires the harmonious coop- 
eration of the various members of the hospital staff 
and is based on an understanding and respect for one 
another’s work. ‘To accomplish this aim the senior 
medical staff and the administrative staff have issued 
clear precepts for the approach to the unmarried 
mother. These are based on procedures and con- 
cepts evolved by doctors, nurses, social workers, hos- 
pital administrators, admitting clerks, and _secre- 
taries in their attempts to offer good medical care 
and provide counseling service to patients who will 
accept it. These precepts also protect the interest 
of the hospital and the inviolability of the doctor- 
patient relationship. 

In its approach to women pregnant out of wedlock 
the Center attempts to assure the patient of accept- 
ance without prejudice or discrimination, without 
segregation or isolation, unless isolation is medically 
or emotionally indicated. Confidential information 
is respected, and every effort is made to maintain 
strict observance of ethical standards. The patient’s 
right of self-determination is acknowledged, and the 
services of a trained social caseworker are offered. 

The patient is informed of what the hospital can 
offer her and what it expects of her. Unless the 
limits of the hospital’s responsibility are made clear, 
some patients might continue to deny the reality of 
their situation, become enveloped in their ambiva- 
lence, fail to make any plans, or find themselves 
thrust into unwise solutions. We recognize that any 
patient may change her plans after her child is born, 
but believe that tentative plans worked out in ad- 
vance offer some protection to both mother and child. 

In order to assure a full range of service and pro- 
tection, the medical social worker on the obstetrical 
service tries to secure some knowledge of each patient 
who is pregnant out of wedlock and to cooperate with 
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the various community agencies. Often a family 
agency sends a girl to the hospital for medical care; 
or the girl comes to the hospital first and is referred 
by the medical social worker to a family agency for 
help with the nonmedical aspects of her problems. 
In either case, division of the casework responsibility 
is determined by agreement between the social 
workers. Similar agreements are made with the 
casework staff of the various adoption agencies, with 
whom harmonious working relationships are essen- 
tial. 

The painstaking orientation which falls to doc- 
tors, nurses, and the social worker is aimed toward 
helping the patient make the best use possible of her 
hospital experience. From the first visit in prenatal 
clinic, she is called “Mrs.” and is treated the same as 
other patients, unless her emotional state requires 
deviation from staff procedures. Once her initial 
apprehension is allayed, she usually fits into the 
routine easily. 

The orientation includes a private interview with 
the head nurse who discusses general aspects of 
maternity care. On a subsequent visit, the patient 
may join a group hospital tour to the admitting office, 
the emergency unit, the labor rooms, bedrooms, and 
nursery. She is invited to attend the clinic classes 
on child care. After delivery, if she wishes, she may 
go to the daily talks and demonstrations for new 
mothers. Many of the girls go to the classes even 
though they are releasing their babies. 


The Medical Social Worker 


When an unmarried expectant mother is sent to 
the hospital by a community agency, when she applies 
to the admitting department for registration in the 
prenatal clinic, or when a nurse or examining physi- 
cian learns that she is pregnant and unmarried, she 
is referred to the medical social worker. The re- 
ferral is made in order to protect both the patient 
and the hospital. 

The referral is made in order to protect the patient 
from last-minute decisions, and the hospital from 
the disruption involving the entire staff when a pa- 
tient reveals total lack of planning for her baby. 
Since the assignment of a social worker to the obstet- 
rical service, the hospital has not had to request the 
juvenile court to accept custody of a baby and only 
rarely to ask emergency foster care from an agency. 

The social worker’s first effort is toward gaining 
enough information to be able to assure the patient 
that there are sources of help open to her, to offer 
services to alleviate some of her worry, and to help 
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make plans for herself and her baby. The right of 
the patient to formulate and execute her own plans 
is acknowledged. 

Only a single interview may be required or there 
may be considerable activity, ranging from a few 
rather intensive interviews to long-term contact. 
Often, referral to a family agency, to an adoption 
agency, or to a maternity home is accomplished. 

On the private service, the senior staff physicians 
may refer patients to the social worker at their dis- 
cretion. Occasionally, they may request casework 
services for a patient to help her arrive at a decision 
on whether to keep or release her baby; sometimes, 
they will ask the social worker to help get underway 
plans the patient has made herself. The private pa- 
tient, while not under the same financial stress, may 
have the same worries as the staff patient in relation 
to her situation and suffer the same doubts and vacil- 
lation about whether or not to see her baby or whether 
to release him for adoption, and feel the same con- 
cern about filling out the birth certificate. 


Procedures 


Once information about the patient has been se- 
cured, either by personal interview or from interested 
agencies, cards are sent to the head nurses in the de- 
livery room and on the obstetrical floor, conveying 
enough information about the patient’s probable de- 
cisions to help them understand her worries and co- 
operate in carrying out her wishes. Giving a thumb- 
nail sketch of the patient’s problems and tentative 
plans, these cards protect the patient from repetitious 
questioning by doctors and nurses as she enters the 
hospital and goes through labor and delivery. Her 
plans can swing into action with a minimum of effort. 
If she has decided to release the baby to an agency, 
the agency is notified when the birth takes place, and 
nursery and agency keep in touch with each other 
until the time of the baby’s discharge. 

The social worker maintains a close liaison with 
the doctors and nurses in the obstetrical and pedi- 
atric service since at this hospital the pediatricians 
care for the newborn infants. She is also available 
to give support to the patient in any crisis in her 
prenatal course, in the labor room, or during her 
postpartum stay. If the baby is being released to 
an agency, the medical social worker can do much to 
avoid a crisis on the day of separation through the 
rapport she has established with the patient, and 
through interpreting to the staff the reasons for 
some of the patient’s behavior. 

The patient is always informed of the day and 
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approximate time her baby will be released ; she may 
want a last look at him in private, or a chance to 
hold him in her arms. If the social worker has 
helped to prepare her for physical and psychological 
separation, and has evaluated the patient’s probable 
emotional reactions, then she can gear her own ac- 
tivity accordingly. Her very presence in the room 
with the patient may be a help. 

Even though the mother has made decisions in 
advance, she is not bound inflexibly to them. Hav- 
ing previously decided not to see her baby, during 
delivery she may have been aware of much of the 
childbirth process, heard the baby’s ery, and caught 
a glimpse of him immediately after birth. This may 
make her change her mind about wanting to see 
the baby even though she will not breast or bottle 
feed. 

The head nurse in the nursery plays an important 
role at this stage, since she is responsible for the 
conduct of the graduate nurses, the student nurses, 
and the aides who take the babies to the mothers 
for feedings, who show the babies to visitors, and 
who are in intimate contact with the mothers. This 
key nurse must be a good supervisor who conveys 
the importance of cultivating a sensitivity to the 
mother’s behavior and of interpreting her reactions. 
She must also help teach her staff to understand why 
they should not ask unnecessary questions or impose 
their own feelings, wishes, or judgments on the 
patient. Above all, she must be a guardian of the 
ethical standards which prohibit an employee of the 
hospital from becoming involved in placing an in- 
fant for adoption. 

These qualities must also be present in the head 
nurses in the other parts of the hospital through 
which the unmarried mother goes, from clinic regis- 
tration to obstetrical floor and delivery room. The 
supervising nurses play an important part in the 
selection of personnel who can give warm, accepting 
care but avoid personal or illegal involvement with 
plans for the baby. All other hospital-staff mem- 
bers—doctors, secretaries, and social workers—must, 
of course, also be meticulous in their respect for the 
patient as an individual, and in their observance of 
the law. 


Birth Certificates 

The unmarried mother who is trying to avoid 
facing her situation, or who is uncertain as to whether 
or not she will keep her baby, may be helped to un- 
derstand some of her own feelings and to realize 
that the baby will be an actual person when she 
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learns that she will be presented with a certificate to 
fill out on the day after his birth. 
unaware of this requirement. 


Many girls are 


The mother should know the dangers and pitfalls 
of false information placed on the birth certificate. 
She must also have the positive assurance of the 
protection which an honest birth certificate gives 
to her and to the baby, whether or not she is going 
to keep the baby. 

During the prenatal discussions the social worker 
may point out California law permits the mother 
The California birth 
certificate does not ask the direct question about 


to choose the baby’s surname. 


legitimacy or illegitimacy, but it does reveal the mari- 
If the 


signature of mother matches the maiden name given 


tal status through the mother’s signature. 


in the birth certificate, it is a priors evidence that she 
is unmarried, 

The possibility that the birth certificates might 
carry the stigma of illegitimacy for her child wor- 
ries many a mother who intends to keep her baby. 
A mother may plan to marry the baby’s father or 
be so angry with him that she refuses to admit his 
paternity by placing his name on the birth certif- 
icate. This privilege of omitting information about 
the father of the baby also offers some comfort to a 
In California 
an affidavit for insertion of omitted information is 


woman still uncertain in her decision. 


apt to be easier to provide than one for change of 
information. 


Release for Adoption 
The California Civil Code, section 224q, reads: 


“Any person other than a parent or any organization, asso- 
ciation, or corporation that, without holding a valid and unre- 
voked license or permit to place children for adoption issued 
by the State Department of Social Welfare, places any child is 
guilty of misdemeanor.” 


The provision that a parent may place his or her 
child for adoption often leads to a difficult situation. 
We have found generally that persons who arrange 
for private adoptions are not aware of the importance 
of flexibility in plans and do not recognize that giving 
birth toa child is a psychological as well as a physical 
process. All too often, those who are instrumental 
in arranging the adoption do everything they can 
to prevent the mother from changing her mind. 

A decision made early in pregnancy to release the 
baby may have been based on what seemed to be the 
“only intelligent thing to do,” without taking into 
account the psychological changes which come about 
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as pregnancy progresses. The girl who has made a 
plan early in pregnancy, who has accepted money for 
payment of her medical care or perhaps even for liv- 
ing expenses, and who may have been told that such 
acceptance of money constitutes a moral, if not legal, 
obligation to adhere to her decision, is in a tragic 
plight if she finds herself unable to part with her 
child after its birth, or if circumstances in her life 
have changed. 

Often the girl has all arrangements made with a 
lawyer or, more rarely, a minister, and sometimes she 
even knows the potential adopting parents before 
she comes to the hospital. 

In such instances the medical social worker helps 
to expedite release of custody of the child, by giving 
the mother information concerning her rights and 
privileges under the law—especially in those in- 
stances where the mother’s information is hazy, 
vague, or inaccurate—and by conveying to the lawyer 
or the prospective adoptive parents the procedures to 
be followed on the baby’s discharge. The adopting 
parents are encouraged to come to the hospital and 
talk to the pediatricians and nurses about the baby’s 
eating and sleeping habits, his formula, and his gen- 
eral physical condition, to witness the removal of the 
baby’s identification necklace, and to affix their signa- 
tures to the infant-dismissal form which is required 
by the hospital and also the State Department of 
Social Welfare. If they change their minds and de- 
cide not to accept the promised baby the physician 
and social worker act promptly to draw in the ap- 
propriate community agencies for planning im 
mediately with the mother for the infant’s care when 
he is ready to leave the hospital. 

By the time the adopting parents arrive at the hos- 
pital the infant-dismissal form, giving the mother’s 
consent for release of custody of the baby to desig- 
nated persons, has already been signed by the natural 
mother. The original copy is forwarded within 24 
hours to the State Department of Social Welfare. 
Designed to circumvent unethical practices which 
have developed in some private adoptions, this form 
provides a measure of protection to all parties con- 
cerned—the child, the natural mother, and the 
prospective adoptive parents. 

If the mother has had an opportunity to discuss 
with the hospital staff the arguments for and against 
registration under an assumed name, the advantages 
of an honestly prepared birth certificate, the safe- 
guards to herself and her child in the execution of the 
infant-dismissal form, she may come to regard these 
tools as a help in working out a good adoption plan. 
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The social workers and nurses do not enter into 
any process of evaluation in the private adoptions— 
either on behalf of the natural mother or the adopt- 
ing parents. However, the social worker is pre- 
pared to give counsel to the mother who is emotion- 
ally upset, who is wavering in her decision, who does 
not have knowledge of all resources open to her, 
who may have inaccurate or incorrect information 
about the whole adoption process, and who wishes 
to discuss her situation. The interviews are always 
carried out with the concurrence of the doctor, or 
at his request. In them, the social worker helps the 
girl to clarify her turmoil by giving her factual in- 
formation and by offering general casework services. 

The unmarried mother, like any other patient, has 
the right to confer with a lawyer if she wishes. Our 
experience has shown that if the patient has been 
given frank explanation of the release procedure and 
if the position of the hospital staff has been made 
clear to the lawyer, such a conference can be con- 
ducted in formal dignity. Occasionally a mother 
changes her mind about giving up her child and 
experiences considerable anxiety when pressed by an 
attorney or an acquaintance. In such an instance 
the staff doctors may exclude all visitors. 

Similarly, on the exceptional occasions when per- 
sons have tried to force themselves on a patient, the 
chief administrator has barred all visitors after he 
has been informed by the doctor, nurse, or social 
worker. A statement to the patient from the hospital 
staff that she does not have to see any person unless 
she wishes can be both comforting and protective. 

The smooth operation of these procedures requires 
staff knowledge of hospital policies and of the extent 
to which the senior doctors and administrators will 
support the orders. In practice, such crises are in- 
frequent largely because of the social worker’s efforts 
to see each girl as early as possible in her prenatal 
course, to let her know the kind of help available 
to her, and to be alert to the first signs of trouble. 
A social worker, like a doctor, answers the call for 
service on weekends or evenings if conditions 
demand. 

A psychiatrist, functioning as an integral part 
of the department of obstetrics and gynecology, helps 
the doctors, nurses, and social workers understand 
problems or behavior of individual patients and 
deals with psychiatric emergencies. He may see the 
patient for a single interview or in therapy over a 
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prolonged period. His help in consultation or direct 
therapy often plays a decisive role in the unmarried 
mother’s plans. 

The woman who is pregnant out of wedlock, or the 
woman legitimately pregnant who decides to release 
her baby, provokes a wide variety of feelings on the 
part of the personnel within a hospital. Some may 
feel pity or compassion which may lead to undue 
involvement with the patient. Others, shocked, may 
insidiously exhibit an attitude of condemnation, 
Sometimes doctors, especially those new to the serv- 
ice, have considerable subjective involvement and 
may be inclined to give ready advice to a mother to 
keep or release her child. Those in supervisory 
capacity must be constantly alert to the way in which 
subordinates view and treat patients, and must set 
the tone of the clinic, conference, or hospital floor by 
their own example. They must also be aware of 
their own feelings. 


Staff Understanding 

The importance of staff understanding requires a 
constant process of teaching. The senior staff and the 
social worker, on an individual case basis, try to con- 
vey their conviction to the house staff that each girl 
must make her decision in view of her particular 
situation, which may involve many complex factors— 
some of them unconscious. 
holds weekly 


The social worker also 
group conferences with the student 
nurses and focuses on the psychological, social, and 
legal aspects of unmarried motherhood. Her ex- 
change of information with staff nurses and members 
of the medical house staff is more apt to be in vis-a- 
vis discussion concerning an individual patient. Her 
written record, which is part of the unit medical 
record, is a means of conveying information and 
points of view on policies, attitudes, and concepts to 
staff members not reached by personal conference, 
especially those on evening and night shifts. 

In summary, the maternity care which the Medical 
Center provides for a woman pregnant out of wed- 
lock includes a recognition of the social and emo- 
tional factors affecting her. Built on clear state- 
ments of the senior physicians and administrators 
this policy encompasses the services of the doctors, 
nurses, social workers, and secretaries. Requiring a 
bold facing of many difficulties, it is carried out with 
strict observance of the legal, ethical, moral, and 
humanistic aspects of the problem. 
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Complexity of patterns and cultures in 


our society require multiple answers 


to the question of what are the... 


EFFECTS OF CHILD-REARING 
PATTERNS ON MENTAL HEALTH 


LOIS BARCLAY MURPHY, Ph. D. 


Research Consultant, Department of Child Psychiatry, Menninger Foundation, Topeka, Kans. 


7E HAVE MORE of almost anything you 

/ want to mention than any other country in 

the world—more property, more gadgets, 

more food, more science, more medicine, more vita- 

mins, more music, more school—but we don’t have 
better mental health or freedom from problems. 

Longitudinal studies like those of Jean MacFar- 
lane‘ at Berkeley demonstrate for the generation she 
studied in a carefully selected sample that “behavior 
of the child’s needs and of the relation of the culture 
problems,” as we conceive them in professional work 
with children, are normal for normal children in a 
moderate-sized city. If by problems we mean 
enuresis, speech difficulties, tempers, nail biting, 
transitory lying or stealing, no child grows up with- 
out any problems. However, since these problems 
often bother parents more than children, and since 
they are often outgrown, they do not as such reflect 
seriously on our children’s mental health. 

Neurotic disturbances can be inferred only from 
prolonged or severe problems, an accumulation of 
more than one, interference in development, or a 
child’s failure to participate in the life of his age 
group. Maladjustments to society, expressed in de- 
linquency or character disorders, and the more 
blatant difficulties in growing up which we see in 
borderline-psychotic and psychotic children are 





Based on a paper presented at the 1956 Forum of the National 
Conference of Social Work. 
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rooted in multiple pathological conditions, interac- 
tions between vulnerability in the child, disturbance 
in the family, and other stressful experience. 

It is a large order to discuss child-rearing patterns 
in relation to all normal tension outlets and to all 
extreme threats to mental health. Such considera- 
tions are complicated further by the fact that child- 
rearing patterns are not fixed but vary from one 
area to another, and from one period to another. 

The revolution in child-care patterns in the last 
15 years testifies to the fluidity of our culture, its 
capacity for change, and the opportunity both pro- 
vide for influencing the culture if we can be sure of 
our ground in doing so. Difficulties in being sure 
come from disillusionments resulting from one-sided 
views of the effects that given patterns have on 
child development. The rigid routines of feeding, 
toileting, and sleeping, advocated in the thirties, 
grew out of an oversimplified concept of condition- 
ing plus pediatric concepts that dealt with nutrition 
and physical hygiene generally without regard to 
the emotional consequences of the techniques of im- 
posing these routines. During the forties, there was 
a tendency to go to the opposite extreme. Both ex- 
cessive coercion and excessive indulgence brought 
problems for children. 

There is no sure guarantee that we won’t make 
just as many mistakes in the future. But the best 
insurance against that seems to lie in developing 
as comprehensive and balanced a picture as possible 
of the child’s needs and of the relation of the culture 
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both to these needs and to the child’s ability to satisfy 
them. It has taken dramatic and painful experience 
to force our attention to some of the most obvious 
interactions of culture and child For in- 
stance, the studies* of Anna Freud, Bowlby, and 
Spitz are significant in relation to children’s pro- 


needs. 


blems of separation not only in wartime but also in 
our peacetime patterns of babysitting, hospitaliza- 
tion, and frequent moving, which uproots little 
children from the home, neighborhood, and friends 
with whom they have tried to establish firm rela- 
tionships. 

Several absorbing new books * show us in very dif- 
ferent ways how complex these interactions are and 
how many factors both in the culture and in the 
child are involved in thinking about child-rearing 
practices. ‘To these I would add various significant 
studies * of factors involved in the development of 
anxiety and breakdown in reaction to stress in child- 
hood. 


A Complex Phenomenon 

All these studies make clear that mental health is 
always mental health in @ given setting with each 
setting’s special demands, resources, stresses, and 
rewards. Mental health is also relative to the kind 
of person we are dealing with; there is no one 
standard of mental health for everyone. It is also 
relative to our concept of mental health. Children 
of head-hunters learn ways of using their aggressive 
drives that are consistent with good mental hygiene 
in their culture but not in ours. Our child-rearing 
patterns and concepts of mental health have to be 
looked at in relation to the culture as a whole—its 
values, acceptable goals, and the things it disap- 
proves or won’t stand for. 

Child rearing includes all the cultural influences 
within and without the family that condition and 
canalize the child’s energies—emotional, motor, in- 
tellectual, and so on. Physiological levels of con- 
ditioning by feeding and toilet-training experiences 
are among the first and are very important, but they 
become interwoven with, offset by, and overlaid by 
many other levels which are influenced not just by 
the mother, or even by the family as a whole, but 
by the whole neighborhood and larger culture as it 
impinges on the child. For example, one child we 
studied was quite free from early toilet-training 
pressure, but when the family moved into a new 
neighborhood the other children and _ parents 
laughed at her because, at 2, she was still wearing 
diapers. At the Sarah Lawrence College Nursery 
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School in the late thirties and early forties, there 
were many children whose mothers began toilet 
training “too early” but who were still happy chil- 
dren, doubtless because they were enjoyed, cared for 
tenderly, and loved. 

In addition to watching the family and the culture 
as a whole, we need to give separate consideration 
to the positive and negative aspects of the problem: 
building mental health and preventing mental break- 
down, as well as the remedial approaches needed 
to handle breakdown when it occurs. Building men- 
tal health is a matter of building areas of satisfying 
life in warm relationships with people, and in work 
and play ® and in building ways of solving inner 
and outer problems. Preventing mental breakdown 
is a matter of preventing cultural stress beyond the 
point that can be handled by individuals, and along 
with this, increasing the individual’s capacity to 
cope with stress. Remedial approaches use both posi- 
tive rebuilding and preventive, or stress-reducing, 
techniques. 

Building positive strength involves a series of 
stages or steps which we need to clarify before we 
talk concretely about child-rearing patterns in the 
culture—steps partly formulated by 
Childhood and Society: * 

1. Finding that life is good and that needs can be 
met: ¢frust. 


Erikson in 


2. Finding that you can meet them yourself: 
autonomy, initiative, and industry. 

3. Finding that you can work with others toward 
meeting group needs: cooperation. 

4, Finding that threats and danger can be han- 
dled, through avoidance or mastery. 


Cultural Influences 


We must look at cultural and child-rearing pat- 
terns as they affect the needs of the child at each 
age-level—infancy, preschool, school-age, adoles- 
cence—and his ability progressively to tolerate and 
cope with stress. A balanced approach also involves 
thinking about “emotional needs” and “ego develop- 
ment,” and their integration both as positive inter- 
ests and areas of satisfaction, and as methods of 
control and defense. In our thinking, then, about 
child-rearing patterns and the impacts of the culture 
on them we will want to keep in mind these ques- 
tions: What does this pattern or group of patterns 
mean to the child emotionally? What do they mean 
to the development of his skill in handling the en- 
vironment? What do they mean for his image of 
himself and of the world in which he lives? 
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Among the many obvious aspects of the culture 
affecting children in the United States are: 


1. The small family with its individualistic and 
competive, but cooperative, values; its areas of spon- 
taneity and rigidity; its mobility; its reliance on 
babysitters; its excitement about, but often sense of 
being burdened by, the babies; 

2. Medical guidance, which dominates hygiene, 
feeding-elimination-sleep routines, inoculations, vita- 
mins, separation of mother from the child imme- 
diately after birth and during hospitalization ; 

3. Property with its competitive values and its 
stimulus to interference with the freedom of the 
child; its comforts, play resources, creative stimulus; 

4. The culturally heterogeneous and conflictful life 
of many communities—religiously, morally, sexually, 
aggressively, and structurally—in relationships be- 
tween classes and shifts from one class to another; 

5. Educational ambition which includes the re- 
quirement to meet standards of performance in every 
area, as well as to develop an understanding of one- 
self and the world one lives in; 

6. Measurement consciousness, with its stimulus to 
growth and also to standardization of the child by 
pressure to conform to norms which generally ignore 
or minimize the wide range of individual differences 
in normal samples; 

7. Confusion regarding discipline, values, and de- 
mands made on the child; 

8. Mobility: the frequency of moving which can 
increase confusion in values, make it hard for the 
child to sink in roots and develop a sense of stable 
harmony between his inner self and a familiar world 
outside; which at the same time may acquaint the 
child with a wider range of people and communities, 
and lead to broader awareness of ways of life ; 

9. Distorted or deprived parent-child relations 
growing out of the deprivations of the previous gen- 
eration, in which the cumulative effects of two world 
Wars are exacting an increasing toll; parents’ com- 
pensatory efforts to create happy experiences ; 

10. The increasing dominance of irreality and sec- 
ondhand experience as TV, added to movies and 
radio, becomes an easy pacifier for children from the 
age of 2 on, along with the increased information 
that TV brings to children. 


These influences do not come one by one but are 
fused in the experience of the baby who is greeted 
with enthusiasm and cared for thoughtfully. A typi- 
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cal middle-class suburban or metropolitan child 1s 
born in a hospital, fed from a bottle and often with 
a bottleholder as soon as he is steady enough to get 
his milk that way. He is brought up in a buggy, 
crib, high chair, playpen, and other furniture. He 
may be toilet trained early or late, but the chances 
are that his mother hates diapers. Babysitters sub- 
stitute for mother when she goes shopping. Muscles 
and large-muscle activity are encouraged from his 
sarliest months by both his parents, who get excited 
as he learns to sit up, stand, walk, and climb. Yet as 
he begins to get into, onto, and under furniture and 
to grab it, he is generally interrupted, scolded, or 
slapped for the exercise of the very functions his 
parents stimulated. Father’s professional training 
may make him quite preoccupied in getting his M. D. 
or Ph. D., or getting “ahead,” and leave him with 
little chance to play. Probably our typical child’s 
mother doesn’t sing him any lullaby, but he does see 
television early. If his father is in the Army or 
Navy or is with a big corporation that manufactures 
and sells on a national scale, his family may move 
from one place to another too frequently for him to 
establish roots anywhere. 


Stress Producing Factors 

These things all sound familiar enough and cer- 
tainly in and of themselves are not likely to create 
pathology. We all know plenty of children who get 
along all right in exactly this kind of life, especially 
when parents feel comfortable with their own design 
for living and can give the growing child the sup- 
port he needs at crisis points or transition points. 
When does trouble arise? What do these things have 
to do with hyperactivity, nervous habits, autism, psy- 
chogenic retardation, phobias, uncontrollable aggres- 
sion and other problems brought to our clinics ¢ 

We are far from having the necessary data for 
dealing with such troubles empirically. As profes- 
sional people we have tended to focus on a few cen- 
tral areas: feeding and toilet-training experiences; 
discipline; separation from mother; frustrations in 
the mother-child relation asa whole. But many other 
factors are involved, most of which have not been 
studied fully. 

We agree that mental health suffers from: 

1. Vulnerability: exposure to excessive stress ; 

2. Emotional deprivation, traceable to one or more 
of several sources, and including lack of adequate 
range of gratification; 

3. Anwiety, also traceable to any combination of a 
multitude of sources ; 
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1. Conflict: lack of integration; and 

5. Lack of adequate defense against, and compen- 
sation for, stress and deprivation. 

When factors such as those just mentioned produce 
anxiety, conflict, or insufficient gratification, particu- 
larly in a child who is at a sensitive stage of develop- 
ment or who is naturally vulnerable, we have trouble. 
The same combination of conditions can be disturb- 
ing to one child but not disruptive to another. 

Vulnerability in the child may arise from unusual 
sensitivities, uneven growth patterns, specific dam- 
age—as a brain damage, illness, or other cause. 
Vulnerable children make mothers anxious, and this 
anxiety contagiously makes the children more anx- 
ious, lowering their thresholds for response to stress. 
Children with more than usual sensitivity to sounds 
or sights or to sensory stimuli in all modalities are 
more exposed to all the minor and major impacts 
of the environment. 

In our culture, the sensitivity of parents to the 
normal, or rather to the optional and ideal, often 
makes them tense, or even guilty, at any deviations 
or failures to reach the ideal. Thus, in a norm- 
sensitive culture, vulnerability easily creates a cycle 
of mutually reinforcing anxiety. Such parents need 
help in developing more tolerance for deviations 
from the ideal all along the line. 

With babies who have severe colic, diarrhea, and 
other physiological misery in their first 3 to 6 months 
there is, in addition to the anxiety of the mother, her 
fatigue, even exhaustion, which in our small-family 
culture means that the baby is cared for by a mother 
who hasn’t the strength constantly to give such a 
baby the extra supply he needs to help the process 
of establishing inner stability. 

Emotional deprivation both makes a baby vulner- 
able, and, as in the types of depressed and anaclitic 
reactions described by Reneé Spitz, interferes with 
basic growth drive. This emotional deprivation 
occurs also in a cultural setting where a mother may 
have to go to a hospital for a period of time and can 
leave no familiar mother-substitute with her baby. 

Mechanical feeding devices, mechanical nurse- 
maids, like playpens, the culture pattern of iso- 
lating the baby from birth, all can contribute to emo- 
tional deprivation when they are used to excess or 
without awareness of what the experience means to 
the baby. We know from animal studies that dep- 
rivation of sensory experience interferes with the 
development of intelligence, and observations of 
young children give plenty of evidence that they use 
sensory or other basic gratifications to offset frustra- 
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tions and disturbed feelings. Isolating devices, like 
playpens, can in effect reduce needed sensory gratifi- 
cation and comfort. 

Cultural factors which interfere with a rich in- 
fantile sensory experience can be expected to leave 
the child without reserves in his mental-health bank 
io balance up the withdrawals by deprivation and 
trauma. Such factors include all the conditions in 
middle-class life which oversanitize, overorganize, 
overstructure the life of the young child so that he 
is unable to obtain the natural primitive gratifica- 
which build this balance in the emotional 
from mud pies to war whoops. 


tions 
bank 

Anxiety may be generated by many factors. Some 
major ones are these: 

irregularities in the child’s growth pattern, such 
as in children who are verbally advanced but slow 
in motor development, or the reverse, in a subculture 
which emphasizes the importance of meeting stand- 
ards or normality in a family that expects the child 
to meet high standards in every area. 

- difficulties in coordination which produce frus- 
trations to the child attempting to master his en- 
vironment ; 

s in exercis- 
ing autonomy at the age when he has his autonomy 


blocks, interruptions, and frustrati 


spurt; interferences which are an everyday matter 
in the city where middle-class children are often 
harnessed, held by the hand, and hovered over until 
kindergarten age or later; 

traumata from operations, accidents, and such, 
particularly when these occur before the age of 3, 
and in quick sequence, or at a time when the child 
is making other difficult adjustments; 

— autonomic instability, aggravated by overstimu- 
lation, illness, or emotional stress; 

physiological pressures, due to problems in feed- 
ing, tense toilet training, skin or temperature sensi- 
tivities, and such; 
— inadequacy in coping with physical threats from 
peers or adults, due to low muscle tonus, small size 
in relation to the rest of the family ; 

- sudden disturbances in established relationships, 
due to illness in a parent, conflict between parents, 
or long absences. 

All of these factors need to be seen from a cul- 
tural or child-rearing point of view in relation both 
to adult attitudes and handling of the child, and 
to the concrete experience of the child in the 
environment. 

Normative pressures in our culture add to the anxi- 
ety around growth irregularities (“my 15-month-old 
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boy is walking but he isn’t talking yet”). Property 
emphases in our culture that lead to constant protec- 
tion of things from the child (“nothing is safe in our 
house”) involve frequent interruption of the child’s 
drive to be active and explore which creates anger 
between mother and child. Cultural patterns of do- 
ing things to the child (inoculations, operations, and 
other body violations) at an age when the child is 
old enough to suffer and remember but not old enough 
to understand or master the threat also cause anxiety 
in children, especially those under 4 or 5. Cultural 
anxiety about nutrition, quantity of food intake 
(“why doesn’t he finish that bottle?”), and about 
elimination (“he didn’t have a bowel movement to- 
day”) contributes to physiological tension and un- 
easiness about eating and related basic functions. 
At a later age, grossly contrasting patterns of ap- 
proval and disapproval in different social classes can 
create anxious conflicts: to fight, in the lower-class 
groups studied by Havighurst and Davis‘ or not to 
fight, in middle-class groups. 

In the heterogeneous culture of large cities, it is 
the rule rather than the exception for the child to be 
exposed to widely differing values and standards in 
“What mother forbids, 
the mother next door permits,’ and vice versa, 
“Grown-ups don’t do what they preach. Public 
leaders tolerate gangsters or connive with them.” 
“Families expect one standard; schools expect a dif- 
ferent one; schools try to adapt learning demands to 
the child’s growth rate, while parents want the child 
to learn to read at 6,” or vice versa. 


the home and neighborhood. 


Many strands 
of influence are tying each other into knots with the 
child in the middle. 

Conflict and lack of integration also arise from 
deeper sources. With the high divorce rate and the 
prevalence of home tension, from early months the 
child may have conflicting identifications; that is, 
conflicts in identifying with two people who can’t 
achieve integration in their mutual life. Oedipal 
conflicts and sibling rivalries are often increased by 
the intensity of emotional relationships in a small 
family, made smaller by the mobility of American 
life which separates children from potentially com- 
forting grandparents. 

For comparison, we might look at a village child 
in India whose mother has an easy experience at 
childbirth, nurses her baby until he is 2 or more and 
old enough to lose interest in nursing because of the 
competition of other activities, carries him with her 
wherever she goes so that he does not know what 
separation is. Her child is carried by an older sibling 
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when a new baby takes over his mother’s arms. He 
receives no toilet training until he is old enough to 
get around on his own feet and learns where to go. 
When he begins to run around for himself, he has 
the freedom of the house and the village with nothing 
to daunt or disturb his budding autonomy since there 
is nothing breakable or damageable. With many of 
these children no severe separation, isolation, or 
deprivation is experienced. 

We can see that we have here a rich complex of 
factors among which the specific feeding and toilet- 
training experiences are only two, however funda- 
mental they are, because of the opportunity for 
massive emotional reactions and conditionings in 
these settings. 

Defenses against stress and deprivation have al- 
ready been mentioned in relation to emotional 
deprivation, but more is needed here. Everything 
in the subculture, including the neighborhood as well 
as the family, which builds confidence, pride, skills 
in mastery, security in problem solving, flexibility, 
and perspective on emotional disturbance—includ- 
ing such expectations as are implied in cliches like 
“every cloud has a silver lining” or “tomorrow will 
be another day” (as contrasted with “it never rains 
but it pours”)—is part of the total child-rearing ex- 
perience and contributes to the child’s equipment to 
deal with the stresses of his life.‘ 

With the opportunities provided by the subculture 
for the optimal development of the resources of the 
individual, we can also include intelligence. Chil- 
dren in slum areas, bad schools, deprived neighbor- 
hoods, may or may not be deprived of the emotional 
nourishment they need, but they are likely to be de- 
prived of the experience of seeing how people cope 
with problems. They may thus be left more helpless 
than middle-class children who can observe and par- 
ticipate in a wider range of learning experiences that 
are useful in coping with emotional and environ- 
mental problems. The more our schools can provide 
genuine experiences in real-life situations, the more 
confidence children can develop in their ability to 
handle problems. 

Dr. Margaret Fries in this country, Dr. D. R. Mac- 
Calman reporting on British children, and Rhoda 
Metraux reporting on German child-rearing pat- 
terns® have, in different ways, emphasized the im- 
portance of learning to cope with frustration or life's 
problems as such—an approach quite distinct from 
that of measuring up to norms for “successful per- 
formance” in all areas. Learning to stand up for one- 
self, to think for oneself, to find solutions of 
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one’s own, are very important ingredients of coping. 

Roger Barker's research ” on a small rural town in 
the middle west, where delinquency is unknown and 
children are by and large relaxed and healthy, records 
a comfortable tempo, much time for exploring and 
mastering one’s environment, much companionship 
between adults and children, and warm support and 
encouragement when a child fails in some effort like 
learning to fly-cast. 


Strength Building Factors 

Mental health develops when most of the following 
are present: 

(a) Good start physiologically—freedom from 
gastrointestinal discomfort, frustrating defects in 
coordination, perception, integration ; 

(b) Emotional nourishment; 

(c) Adequacy of sensory stimuli; 

(d) Opportunity for motor development and free- 
dom from excessive pressure for performance ; 

(e) Range of experience; 

(f) Stable relations with mother during the period 
of establishing clear concepts of self and other 
persons ; 

(gz) Stable, re spected interests, possessions (cath- 
exis) ; 

(h) Opportunity to exercise autonomy, initiative, 
industry, to achieve mastery over various areas of the 
environment ; 

(i) Feeling supported, accepted, a source of pride 
and satisfaction to parents; 

(j) Opportunity to cope with gradual doses of 
frustration and difficulty ; 

(k) Participation in group life with some recog- 
nizably consistent pattern (freedom from demoraliz- 
ing value conflicts). 


To Summarize 

The complexity, conflict of values, pressure to per- 
form, and emphasis on protection of property make 
it impossible to give any simple answers to the ques- 
tion of what is the effect of child-rearing patterns 
on mental health today. Mental health for a lifetime 
cannot be guaranteed by self-demand feeding in the 
first year of life, nor does mental breakdown inevi- 
tably occur as a result of early toilet training. Chil- 
dren who are shy at the age of 4 are not necessarily on 
the way toschizophrenia. It becomes more and more 
clear that mental health and mental disturbance are 
the resultants of a complex and varied group of in- 


fluences from within and without the individual 
child, and that the part of wisdom is to become in- 
creasingly aware of what this total interplay actually 
is in the case of individual children. This means 
thinking of the equipment of the individual child and 
what his resources are for coping with the pressures 
of his situation, as well as thinking of what those 
One child 
thrives on a routine which cramps the style of the 
next. One child goes haywire with a degree of free- 
dom which another child uses creatively. 

This brings us to the concluding question: What 
child-rearing help does each individual child need in 
order to build more strength to handle the problems 
he finds in his own subculture situation ? 


pressures are as he experiences them. 
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An ancient enemy of dental health gives 


way to controlled fluoridation 


PROPHYLACTIC AGAINST CARIES 


DAVID B. AST, D. D. S., M. P. H. 
Director, Bureau of Dental Health, New York State Department of Health 


HE YEAR 1955 marked the tenth anniversary 

of several public-health studies testing whether 

dental caries was a disease amenable to control 
by a community-wide prophylactic measure. This 
article concerns itself with just one of those studies— 
the Newburgh-Kingston Caries-Fluoride Study— 
which had its start on May 2, 1945. 

Dental caries has long been recognized as an ail- 
ment of mankind. Archeological studies indicate 
that even as far back as the Danish Stone Age, human 
beings have suffered the pangs of tooth decay. The 
most ancient of all known works on medicine, the 
papyrus of Ebers, written about 37 centuries B. C., 
mentions dental diseases and therapeutic measures 
for their control. 

In more recent times the writings of contemporary 
authors have added much to our knowledge concern- 
ing this distressing problem. Studies made on chil- 
dren of preschool age, on school children, and on 
adolescents and adults' have shown evidence that 
dental disease is practically a universal problem, 
starting in early childhood and continuing through- 
out life. The most striking data concerning ac- 
cumulated effects of dental disease were collected in 
1941 during the physical examinations of inductees 
called up for Selective Service in the Armed Forces 
of the United States. Out of some 2,000,000 men 
examined, 900,000 were rejected for physical and 
mental disabilities. The leading cause for rejection 
among the 900,000 concerned dental defects.’ 

Such data emphasize the fact that dental diseases 
are a public-health problem of great magnitude. 
And such data also serve as the epidemiological basis 
for investigation of the problems and methods for 
their control. 


VOLUME 3 —- NUMBER 6 


The historical background for fluoridation as a 
public-health measure to control dental caries dates 
back to the observations made on another dental dis- 
ease, mottled enamel.’ The low incidence of dental 
caries among persons exhibiting such mottled enamel 
had been reported long before it was known that 
fluoride was the agent responsible for the mottling.‘ 
In the United States these observations were made 
primarily among the inhabitants of the Midwestern 
and Western States where such mottling was endemic 
in nature. 

The etiology of mottled enamel was not determined 
until 1931, when three independent studies demon- 
strated that fluoride in drinking water was the 
causative agent. Following this, a series of epi- 
demiological studies, conducted by the Public Health 
Service of the Department of Health, Education, and 
Welfare, correlated the incidence of mottled enamel 
and dental caries with the fluoride content of the 
drinking water.” The evidence strongly indicated 
there was less dental caries in areas of endemic dental 
fluorosis, where fluoride was found in the drinking 
water. Further studies in 1941 and 1942 suggested 
that in regions where the fluoride ion concentration 
in drinking water was approximately 1 p. p. m. (one 
part per million), there was about 60 percent less 
dental caries than in regions where the fluoride ion 
was well below this concentration, or absent from 
the water supply. Also, this reduction was achieved 
without the endemic occurrence of disfiguring 
mottled enamel.’ 

On the basis of these investigations, it was sug- 
gested that if fluoride-deficient water supplies were 
supplemented up to an optimum concentration of ap- 
proximately 1 ppm. F, this procedure could effect a 
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Rate of decayed, missing and filled teeth per child aged 6-16 
in Newburgh and Kingston, N. Y., 1954-1955, ten years after 
the beginning of water fluoridation in Newburgh. 


comparable result in diminishing dental caries.* 
Now, for the first time in history, a public-health 
method seemed to be available to combat dental caries. 
While the exact manner in which fluoride acts to pre- 
vent decay is unknown, it is now thought that the 
fluoride ion is incorporated into the structure of 
tooth enamel and renders it more resistant to acid 
decomposition. 

Between 1944 and 1947 a number of studies were 
initiated in the United States and Canada to deter- 
mine the practical application of supplementing com- 
munal water supplies with fluoride compounds as a 
public-health measure to reduce dental decay. 

In December 1942 a long-range caries-fluoride 
study plan was brought before the New York State 
Department of Health for consideration. It was 
favorably received, and in March 1944, a Technical 
Advisory Committee on Fluoridation of Water Sup- 
This 


committee, composed of leading medical, dental, bio- 


plies was appointed to study the proposal. 


chemical, and biostatistical authorities, was requested 
to recommend the types of medical and dental 
examinations which it felt would be necessary to 
determine the safety and effectiveness of water 
fluoridation. 

The New York State Department of Health also 
explored the selection of communities suitable for 
such a study. The cities of Newburgh and Kings- 
ton, situated about 35 miles apart on the west bank of 
the Hudson River, were well suited for a project of 
this sort. 
30,000. 


Kach had a population of approximately 
They were also comparable in almost all the 
essential factors required for the study. These fac- 
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tors included: (1) fluoride-deficient water supplies, 
(2) composition of population in regard to size, age, 
sex, color, nativity, economic status, (5) geography 
and climate, (4) socio-economic conditions, and (5) 
past dental experience. The proposed study plan 
was discussed with the local health officers, physi- 
cians, dentists, voluntary health agencies, and civie 
officials. Through the foresight and progressive 
public-health viewpoints of these citizens, both cities 
agreed to cooperate with the Department of Health. 
The Newburgh City Council, acting as the Board of 
Health, unanimously approved the fluoride supple- 
mentation of their city water supply. Kingston 
agreed to keep its water fluoride deficient and the 
city would thus serve as the control area. 

On April 24, 1944 the Technical Advisory Com- 
mittee on the Fluoridation of Water Supplies again 
met with members of the Health Department’s staff. 
After a careful review of the literature and a discus- 
sion of the objectives of the study, the committee 
unanimously approved the proposed plan. Further, 
the committee agreed to help set up the types of 
examinations deemed necessary. It would also help 
determine the frequency at which these examinations 
should be made. 


Preparations for Study 

One of the questions which was raised during the 
early discussion of this study related to possible lia- 
bility for damages on the part of either the city or 
State in the event anyone claimed ill effects from 
drinking fluoridated water. This question was ad- 
dressed to the Attorney General of New York State 
on March 14, 1944; and on April 28, 1944, he replied, 
concluding his letter as follows: 

“Liability of the State for negligence could arise 
from three circumstances: (1) if the State Depart- 
ment of Health were to recommend the introduction 
of fluorine in amount higher than scientific knowl- 
edge disclosed to be safe; (2) if the Department were 
to undertake the supervision of the introduction of 
the fluorine and in that respect fail to exercise care 
that only a safe quantity be used; and (3) if the De- 
partment failed to exercise care in guarding against 
the introduction of excessive amounts of fluorine in 
connection with its duties as to potable waters under 
article 5 of the public-health law. 

“My answer to your inquiry is, therefore, that no 
negligence could be attributed to either the city or the 
State for the introduction of fluorine into a city 
water supply upon the recommendation of the De- 
partment of Health, if the amount of fluorine intro- 
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duced is only such as has been found by scientific 
studies to be safe. The municipality would be lable 
for negligence if amounts were introduced, inten- 
tionally or through negligence, in excess of such as 
The State 
might be liable in any of the three possible situations 
I have supposed.” 


scientific knowledge discloses to be safe. 


In June 1944 dental and comprehensive medical 
examinations were conducted among the preschool 
and school-age children in the two cities. These ex- 
aminations constituted the collection of the basic 
data necessary to evaluate the study. 


Clinical Examinations 


Clinical dental examinations were made for all of 
the elementary-grade school children aged 6 to 12 
in both the public and parochial schools in New- 
burgh and Kingston. All the examinations were 
made by one staff dentist using the classic mouth 
mirror and sharp explorer technique. The exam- 
iner called off the defects as discovered and these 
were recorded by a clerk on a dental record card 
specifically designed for the study. 

The findings for each tooth were indicated on the 
record card as—caries-free, pit or fissure (these 
were not counted as carious defects unless there was 
visual evidence of caries, or the explorer on pressure 
sank into soft tooth structure), frank caries (and 
here the involved tooth surface was noted), fillings 
present (with tooth surfaces noted), missing and 
unerupted teeth, and the presence of hypoplastic 
areas. A space was also provided for the notation 
of unusual findings. An analysis of these initial ex- 
aminations demonstrated that the caries experience 
in the two cities was comparable. 

Comprehensive medical exaniinations conducted as 
part of the Newburgh-Kingston study were recom- 
mended by the advisory committee. There was no 
reason to believe that the fluoride added to drinking 
water as a routine part of the water treatment process 
would act differently than the fluoride naturally 
present in water supplies. Nevertheless, it was con- 
sidered desirable to test this remote possibility by 
periodic medical examinations of groups of children 
under carefully controlled conditions. 

Initially a group of 500 children was chosen for 
study in each city. They ranged in age from new- 
borns to 9-year-olds, with the sexes equally repre- 
sented at each age as far as possible. As planned, 
groups of infants were added during the ensuing 
years. ‘This procedure included in the study New- 
burgh children who had been exposed to fluoride at 
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1 ppm. during the entire period of their fetal develop- 
ment. A similar age group of children in Kingston 
served as controls. 

An effort was made to select the children in pro- 
portion to the population in various parts of each 
city. Only those children were enrolled whose 
families were reasonably expected to remain in the 
city for the duration of the study. Attention was 
also paid to obtaining from each city a comparable 
selection of children according to socio-economic 
status. This was not entirely possible because of 
the voluntary nature of the examinations. 

A research clinic team conducted the basic and 
followup medical examinations in both cities. The 
physical examinations were performed by a board- 
qualified pediatrician, who also directed the work 
of an experienced public-health nurse, a laboratory 
technician, and a clerk-receptionist. 

A careful medical history was taken at the time 
of each child’s initial visit to the research clinic. 
This history was supplemented at each annual visit. 
A physical examination was performed, with special 
emphasis placed upon tissues and organs which had 
been mentioned as possibly affected by fluoride. 
Thus, special attention was directed toward oiliness 
or dryness of the skin, skin turgor, and abnormal 
markings or brittleness of the nails. Physical 
measurements made at the visit consisted of weight, 
standing and sitting height, circumference of head, 
and circumference of chest. 


Laboratory Examinations 


The basic and followup laboratory examinations 
consisted of urine analysis, hemoglobin, total leuco- 
cyte count, and total erythrocyte count. Roentgen 
films were taken of the right wrist and both knees 
of each child. In the final series roentgen films 
of the lumbar spine were also taken. These films 
were read by a leading roentgenologist without his 
knowing from which city they came. Special atten- 
tion was paid to any change in bone density in view 
of the known occurrence of osteosclerosis in chronic 
fluoride intoxication. 

In addition special eye and ear examinations were 
made of groups of Newburgh children after fluori- 
dation started. Children of various ages were 
selected from those enrolled at the pediatric research 
clinic. These children were given special opthal- 
mological examinations, which included the map- 
ping of visual fields and a determination of trans- 
parency of cornea and lens. The same group re- 
ceived special otological examinations, including 
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audiometric tests. The findings on both these 
special examinations fell well within the limits ex- 
pected of any normal group of children of these ages. 

The community water supplies at the time of the 
examinations were both fluoride deficient. 
Newburgh’s water contained 0.12 ppm. F, and 
Kingston’s water contained 0.05 ppm. F. On May 
2, 1945, Newburgh’s water supply was supplemented 
with sodium fluoride to bring its fluoride ion con- 
centration up to 1.0 to 1.2 ppm. This concentration 
has been continuously maintained without difficulty 
since that date. Kingston’s water supply has re- 
mained fluoride deficient. 

During the same year, 1945, Grand Rapids, Mich., 
and Brantford, Ontario, also embarked upon long- 
range water fluoridation studies. The final reports of 
these two gratifying studies have been published 
elsewhere. 

When in March 1944 the Newburgh City Council 
approved the water fluoridation program for its 
city, the local newspaper publicized the project. It 
was not until May 2, 1945, however, that the water 
supply was supplemented with sodium fluoride. 
During this interim the local health officer received 
numerous complaints from outraged citizens. The 
most common complaint was of digestive disturb- 
ances. Some persons said that the fluoridated 
water was discoloring their saucepans. One woman 
complained to her dentist that the “fluoride water” 
had caused her denture to crack. These inci- 
dents all occurred before supplemental fluoride 
was actually added to the water supply. Sometime 
after May 2, 1945, the local newspaper published 
an editorial which pointed out to the people of New- 
burgh how some citizens can imagine all sorts of dis- 
abilities from nonexistent causes. That put an end 
to the complaints. 


basic 


Ten Years of Fluoride 


The 10 years that followed the fluoridation of 
Newburgh’s water supply were indeed interesting to 
science. Annual clinical dental examinations were 
made of the Newburgh children each of the years 
1944-45 through 1954-55. In Kingston the children 
received these same examinations from 1945-46 
through 1954-55. In addition to the clinical ex- 
aminations, dental roentgenograms were included 
in the examinations for the years 1949-50, 1953-54, 
and 1954-55. 

Progress reports were published after 3, 4, 6, and 
8 years of fluoride experience in Newburgh. All 
the reports showed a continuing downward trend in 
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caries experience among the children in the fluori- 
dated city. In Kingston the caries experience re- 
mained relatively unchanged. 

While the dental examinations were presenting 
hopeful data, the annual medical examinations of 
the Newburgh children were also encouraging. No 
untoward reactions to the ingestion of fluoridated 
water had been observed. In additon, other workers 
conducting scientific research projects concerning 
fluoride metabolism added to the weight of evidence 
concerning the safety of ingested water fluorides.® 

On the basis of five years of research in Newburgh 
and Kingston, and in view of all the favorable re- 
ports dealing with ingested water fluorides, the New 
York State Department of Health issued a statement 
of policy on January 2, 1951, concerning water fluori- 
dation as a public-health measure. The Department 
recommended that all communities in the State which 
could fluoridate their water supplies under adequate 
control measures should do so. At the same time 
specific criteria were prepared for the guidance of 
local health officials and water engineers relative to 
the installation of fluoride-dispensing equipment, the 
laboratory tests which would be required to assure 
the desirable fluoride ion content, and the duties of 
the operator of a water-treatment plant actively en- 
gaged in water-fluoridation operations. 

In June 1955, after 10 years of fluoride experience, 
medical and dental examinations were completed in 
Newburgh and Kingston.” The results of these ex- 
aminations were worth all the years of trial. They 
reaffirmed what had already been demonstrated in 
the early epidemiological studies. The children in 
Newburgh aged 6-9, who had ingested fluoridated 
water throughout their lives, enjoyed a 58 percent re- 
duction in dental-caries experience. Even those chil- 
dren who had not had the full benefit of fluoridated 
water throughout the period of tooth formation ex- 
hibited a reduction in tooth decay. The reduction in 
this group of children, aged 10-16, ranged from 53 
percent to 41 percent less dental-caries experience 
The percentage differences depended upon the age at 
which the child started to ingest the waterborne 
fluoride. 

Throughout the dental examinations, a good deal 
of attention was paid to the condition of the first 
permanent molar. This tooth erupts in a child's 
mouth at about age 6, and succumbs to caries at an 
early age. It was significant therefore to find that 
the children in Newburgh showed a considerably 
lower dental-caries experience for this tooth than did 
Kingston children. Of even greater significance, 
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perhaps, was the fact that Newburgh children lost 
fewer first molars to the ravages of decay. The loss 
rate for Kingston children was 8 times greater than 
that for the Newburgh children aged 6-9. 

An additional fact was also brought to light. The 
study showed that children in the city with fluori- 
dated water had considerably less untreated caries 
than did children in the control city. Since it had 
previously been determined that the amount of dental 
' corrective services in both cities was comparable, it 

was reasonable to deduce that the effectiveness of 
caries prophylaxis through water fluoridation re- 
duced the magnitude of the dental-caries problem to 
, a point where the active complement of dentists could 
better control such caries as did occur. 
As previously mentioned, the final dental examina- 
tions included roentgenograms in addition to the 
clinical mirror and explorer survey. The results 
of these 2 techniques showed that among the children 
in Newburgh, ingested water fluorides imparted a 
selective protection to the proximal (adjacent) sur- 
faces of their teeth. The number of carious proxi- 
mal surfaces among the Kingston children was three 
times greater than among Newburgh children. 
This is highly important since proximal caries pre- 
sents difficulties in both detection and correction. 
Frequently the correction of such decay is costly in 


{ TOWNS WITH 
NATURALLY FLUORIDATED WATER 


(0.7) ppm or more of fluoride 


terms of sound tooth structure which must be re- 
moved for placement of an adequate filling. It is 
also costly from a financial viewpoint. Thus chil- 
dren in fluoridated Newburgh benefited both qualita- 
tively and quantitatively in terms of dental-caries 
prophylaxis. 

The early epidemiological studies of endemic 
dental fluorosis had demonstrated that there was 
no danger of disfiguring mottled enamel at the level 
of about 1.0 ppm. F. It was important therefore 
to determine whether the children in Newburgh ex- 
hibited any signs of this condition after 10 years 
of fluoride experience. 

Unfortunately, the term mottled enamel is ap- 
plied to all degrees of dental fluorosis. Actually, 
dental fluorosis exhibits itself in various degrees. 
These cover a spectrum ranging through question- 
able, very mild, mild, moderate, and severe, depend- 
ing upon the amount of fluoride which has been in- 
gested. The questionable and very mild forms are 
identified by the appearance of almost indistinguish- 
able white flecks most frequently seen on the cusps 
of some of the posterior teeth. These present no 
esthetic problem nor does this form of fluorosis af- 
fect the health of the teeth. The moderate and 
severe forms of fluorosis appear as brown to black 
stained areas especially visible on the anterior teeth. 


THESE TOWNS ADD FLUORIDE 





The chances are that people in even more towns and cities than are indicated on these maps are drinking water containin 
at least 0.7 part per million of fluoride, for some places with naturally fluoridated supplies may not have report 
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This stain may be accompanied by pitting of the 
enamel when the fluorosis is of very severe degree. 

The examinations for dental fluorosis, or mottled 
enamel, were conducted in Newburgh by an investi- 
gator with long experience in the detection of the 
earliest of such lesions. Examination was also made 
for enamel opacities due to causes other than ingested 
fluorides. The results of these examinations were 
most gratifying. Among the children examined in 
Newburgh no cases of moderate or severe mottling 
were observed. The examination made for non- 
fluoride enamel opacities revealed that Kingston 
children displayed many more of these than did 
children in Newburgh. This seems to confirm the 
report of another investigator, that ingested water 
fluorides at the level of 1 ppm. appear to reduce the 
occurrence of idiopathic (nonfluoride) white spots 
on the teeth.” 

During the 10-year span of study, the medical 
examinations were conducted as planned. At the 
end of the study period, the total number of children 
who had been examined in Newburgh amounted to 
817. In Kingston 711 children had been under 
observation. 


Medical Results 

The results of the 10-year medical observations 
revealed that there was no significant difference in 
the findings on physical examination between the 
Newburgh and Kingston children. Neither did the 
roentgenographic films, blood picture, urine analysis, 
nor special opthalmological and otological examina- 
tions show any significant deviation from what is 
normally expected in children of the ages observed. 

Further, a comparison was made of the stillbirth 
and maternal and infant mortality rates in New- 
burgh and Kingston for a period starting 5 years 
before the initiation of fluoridation and during the 
10 years of the study. ‘The relatively small numbers 
involved gave rise to considerable variation in the 
annual mortality rates. However, the long-term 
downward trends were similar in the two cities and 
there was no detectable change in the trend in New- 
burgh after fluoridation. 

The crude death rates from cancer and cardiovas- 
cular-renal disease in Newburgh and Kingston from 
1942 through 1954 showed no consistent pattern from 
year to year. However, it is clear that there has not 
been any increase in deaths from these causes in 


Newburgh as compared with Kingston during the 
period of water fluoridation. 

Lastly, all the laboratory reports dealing with 
work on fluoride metabolism have given indication 
of a most significant fact, namely, drinking fluori- 
dated water at the recommended concentration is safe, 

The Newburgh-Kingston Caries-Fluoride Study 
represents a striking example of applied research in 
public health. The results of this study, taken to- 
gether with the results of comparable long-range 
studies, demonstrate beyond question the effective- 
ness and safety of water fluoridation as a publie- 
health procedure. 
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| PREVENTIVE MENTAL-HEALTH 
SERVICES IN PUBLIC HEALTH 


HERBERT R. DOMKE, M. D., M. P. H. 


Commissioner of Health 


A. D. BUCHMUELLER, M. S. W. 


Director, Mental Health Division 


St. Louis County Health Department, St. Louis, Mo.* 


OMMUNITY mental-health programs of vari- 
ous kinds, focusing on numerous problems, 
utilizing a range of methods, and under vary- 

ing sponsors, are developing in many areas through- 
out the country. Although there is agreement as 
to the need for such programs, there is not apparent 
any definitive set of program policies and procedures 
to guide their development, which was stimulated 
greatly by the passage of the National Mental Health 
Actin 1948. This paper reviews the background and 
experience of the St. Louis County Health Depart- 
ment’s Mental Health Service, begun in 1951. 

It is well known that clinic and hospital facilities 
are insuflicient to meet the problems of mental and 
emotional illness in children and adults. Most hos- 
pitals are overcrowded and most clinics have waiting 
lists. There are approximately 250 child-guidance 
clinics in the entire country and even these few are 
staffed with insufficient personnel, Re- 
quests for service far exceed the resources available to 
treat individual Individual treatment of 
cases Is expensive, and such clinical service inevitably 


trained 
Cases. 


can serve only a small percentage of the population in 
need of help. For these reasons a major focus of the 
St. Louis County Health Department’s program has 
been directed to “preventive services” of education 
and early detection. 

Although there is still much to learn about the 
causes of emotional and mental illness, it is generally 
accepted that much of the problem of adult malad- 
justment is related to experiences in childhood. The 
attitudes and behavior of parents toward children 
and stresses in parent-child relationships affect 


child and adult adjustment. Accordingly, pro- 





*With the assistance of the Mental Health Division staff and the 


cenperation of the administration and staffs of contracting 
schools. 
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grams which seek to deal with first evidences of 
behavior deviation in children and to provide a 
positive educational program to parent and school 
groups for “normal” children and families are de- 
veloping. 

A major stimulus to the establishment of the St. 
Louis County program was the interest and support 
of local welfare agencies, which for many years had 
recognized the 


mental-health services. 


Psychiatrie services for children were entirely in- 


need for 


There 
was, for example, no child-guidance clinic in St. 
Louis County. 


adequate in the St. Louis metropolitan area. 


At the outset, two major service programs were 
incorporated in the new Mental Health Service Di- 
vision: the child-guidance clinic, and the school 
mental-health service. These will be described in 
more detail below, but first we will review some of 
the concepts which influenced the decision as to the 
type of program to establish. 

Generally speaking, the aims of mental-health 
services are, first, to assist a community in identify- 
ing its mental-health needs and to develop the most 
appropriate resources to meet them; and second, to 
gain greater understanding of the causes of mental 
and emotional disturbances, both from an individual 
and community point of view. As Lemkau has 
stated, there are two major areas in the field of 
mental hygiene: the preventive area and the thera- 
peutic area—or “primary prevention” and “secondary 
prevention.” 

The Mental Health Service of the St. Louis 
County Health Department is, to a great extent, 
based upon the concept of a system of classification 
of children’s behavior problems according to degree 
of severity of these problems, and upon types of 
service designed to meet the various kinds of needs 
that children have. 


225 














Group 1 includes children who exhibit behavior 
deviations of a transient nature in reaction to en- 
vironmental stress, or minor problems which are not 
severe enough to interrupt the usual processes of 
growth in personal and social maturation. Pro- 
grams of mental-health education, such as those con- 
ducted by the Mental Health Association of St. 
Louis, to be mentioned later, are believed to be of 
value in helping parents understand their children’s 
problems, and thereby help the children progress on 
the path of healthy personality development. 
Group 2 includes children whose problems have 
persisted for a longer time, whose internal conflicts 
are manifested by anxieties that demonstrate a re- 
duction of capacity to function adequately, whose 
disturbances threaten to disrupt their school and 
social lives, and whose problems become evident to 
In a medical 
sense these problems may be considered subclinical. 


teachers and other school personnel. 


The program of group therapy with mothers, as de- 
veloped experimentally in the St. Louis City Schools 
and the school mental-health service of the health 
department and as described below, was an attempt 
to deal primarily with this group of children. 

Group 3 includes children who are considered 
clinically disturbed. These children have more 
severe neurotic conflicts as shown in behavior of an 
aggressive or withdrawn nature that threatens to 
disrupt to a disabling degree their functioning in 
the home, school, and community. The child-guid- 
ance clinic, with its individual therapy with the child 
and his parents, is designed to serve children in this 
group. 

Group 4 includes children whose emotional dis- 
turbances are of such a severe degree they are unable 
to function in the community, whose personality 
disorganization is such they are unable to adjust to 
life situations, and who are considered to be psychotic 
or pre-psychotic children. Treatment of such chil- 
dren requires residential treatment. 

These categories, though seemingly arbitrary, are 
considered primarily for purposes of diagnostic 
evaluation, and for determining the most appropriate 
kinds of service to be developed in a comprehensive 
community mental-health-service program. 

At the present time the mental-health service of 
the health department is attempting to provide a 
service to the community for children in groups 2 
and 3, and cooperates with other community agencies 
in the development of services for children in groups 
land 4. In St. Louis County, as is true in most com- 
munities, the resources for children in group 4 are 
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extremely limited. The child guidance clinic assists 
in treating such children in some instances while they 
At present St. Louis 
County has no institution for residential treatment, 


are awaiting placement. 


Clinic Service 

The child guidance clinic, the first in the county, 
was established in the health department to provide 
diagnostic and treatment service for emotionally dis- 
turbed children in St. Louis County and for their 
parents who are unable to pay for private psychi- 
atric care. This was a limited but much needed 
service to schools, social agencies, juvenile court, 
physicians, clergymen, and other citizens. The tradi- 
tional clinical team of psychiatrist, clinical psychol- 
ogist, and psychiatric caseworker was employed. 

Usual diagnostic and therapeutic procedures of 
child-guidance clinics have been followed. Children 
and their parents are treated by the psychiatrist or 
by the psychologist or the caseworker under psychi- 
atric supervision, depending on the nature of the 
problem. A beginning attempt has been made to 
conduct group therapy with mothers of children in 
individual treatment. 

As expected, soon after the child-guidance clinic 
opened its doors, requests for service became much 
greater than the limited number of staff could meet. 
This situation was further intensified by the begin- 
ning of the school-contract program in the fall of 
1951. In the first 15 months of the clinic’s operation 
there were some 150 applications for service. Ap- 
proximately 100 children were accepted for diagnos- 
tic service and recommendations, and 21 of these were 
accepted for treatment. By the end of 1955, requests 
for service had more than doubled. During several 
months in the past year, intake had to be closed, 
except for emergencies and special referrals from the 
school program. 

When the child-guidance clinic was begun, the 
staff consisted of one full-time psychiatric case- 
worker, one half-time psychologist, one part-time 
psychiatrist, 2 part-time psychiatric residents, and 
one office clerk. Since the start of the school pro- 
gram, each of the 3 workers in that program have 
also been working part time in the clinic. 

The county council authorized in 1956 an expan- 
sion of staff for the Mental Health Service Division 
to serve the clinic, the school program, and any 
allied programs that develop. When complete, the 
division’s staff will include the following: a director, 
who is a psychiatric social worker, full time; a super- 
vising psychiatrist, part time; 3 psychiatrists, part 
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time; 1 psychiatric resident, full time; a chief psy- 
chologist, part time; 2 clinical psychologists and a 
psychology intern, all full time; a chief and 7 psychi- 
atric social workers, all full time; and 3 clerk 
stenographers, full time. 

In January 1956, the child-guidance clinic estab- 
lished a special service for the Juvenile Court of St. 
Louis County which heretofore had no psychiatric 
service regularly available. Previously the juvenile 
court had referred about six children a year to the 
health department. Present plans include collabora- 
tive work with the probation staff for screening and 
selection of youngsters for referral, diagnostic 
evaluation prior to court hearings so that recom- 
mendations may be made to the juvenile court, and 
limited treatment for a selected few. 

Different communities have different mental- 
Some are 
administratively a part of the court staff *; others are 
separate from the court. 


health facilities for juvenile-court work. 


It is believed that a service 
provided by the health department cooperatively 
with the court is desirable in that it emphasizes the 
health aspects of the work, and clearly leaves the 
legal responsibilities with the court. Evaluation of 
the St. Louis plan as it progresses is very necessary. 

A fee schedule was put into effect in the clinic in 
January 1956, not as a source of revenue—since the 
clinic is tax supported—but for its therapeutic value. 
When people feel they are investing in the service 
they receive, treatment sometimes proves more bene- 
ficial. Many people in the past have wanted to pay, 
and have been embarrassed when not permitted to. 
On the other hand, a sliding-scale fee, based on ability 
to pay, does not prohibit people of low income from 
making use of the clinic. 

The child-guidance clinic, with its multiprofes- 
sional staff to provide a clinical diagnostic service, 
treatment facilities for children and their parents 
who have problems of group 3 severity, and consulta- 
tion service, is of great value as an integral unit of the 
Mental Health Service. 


School Services 


The School Mental Health Service program of the 
health department had its origin in a previous 4-year 
experimental project of group therapy with mothers 
of children with behavior problems who attended the 
St. Louis public schools.* * ° This project, sponsored 
and financed by a local private organization, was 
carried on in six elementary schools from 1947 to 1951. 
An experiment in preventive mental health, the proj- 
ect used group therapy in working with parents, and 
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Working within the St. Louis County mental health program 
a psychologist interviews a child referred from a school. 


had as its goal improving the behavior of selected 
children through modifying parental attitudes and 
the home environment. 

While evaluation of the project was considered to 
be valuable and necessary, funds for such intensive 
research were not available. However, expressions 
of teachers’ and parents’ opinions of a child’s im- 
provement were obtained through individual confer- 
ences. Qn this crude and subjective basis, approxi- 
mately 80 percent of the children whose mothers 
participated in a therapy group showed some degree 
of improvement while the mother was in the group. 
There was no way of determining what other factors 
may have been operating to bring this about, or 
whether this improvement was sustained. 

In addition to the school-centered group therapy 
program with selected mothers, a program of com- 
munity mental-health education was begun by the 
same organization in 1950.° This program, also us- 
ing group-discussion methods and audio-visual tools 
as springboards for discussion, is being carried on 
by the Mental Health Association of St. Louis. 

Discussion leaders in this community program are 
Jay volunteers who are trained, through the work- 
shop method, by professional personnel in group dis- 
cussion methods and leadership skills. Following 
training, the discussion leaders are on call to meet 
with PTA’s, mothers’ clubs, and other school, church, 
and community groups, to discuss the various normal 
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problems of child development and parent-child re- 
lationships. Audiovisual tools, films, plays, and 
structured sociodramas, are used as foci around 
which discussion is centered. The discussion leader 
does not function as an expert or an authority. His 
role is to introduce the subject and the film (or other 
audiovisual tool to be used), to encourage and stimu- 
late talk, to assist people to participate and express 
themselves, and to summarize briefly the various 
points covered in discussion. The raising of ques- 
tions, sharing of ideas and experience, and shaping 
of opinions within a group are found effective in 
producing an active learning experience. Single 
group meetings are arranged with organizations, 
but on the recommendation of the Mental Health 
Association series of meetings are now the most com- 
mon pattern. 

The county health department cooperates with the 
Mental Health Association in the conduct of this 
program in several ways. St. Louis County schools 
with which the health department has a relationship 
are encouraged to make use of this program service 
in planning agenda with their PTA’s and other par- 
ents’ organizations. The psychiatric consultant, 
director of mental-health research, and director of 
the mental-health service of the Health Depart- 
ment function as consultants to the Association. 
They assist in the training of discussion leaders and 
in conducting basic and advanced training work- 


shops. 


Early Experiences 

The school mental-health service of the county 
health department was begun in the fall term of 1951 
The first 
3 districts were chosen because of the interest in and 


in 3 of 32 county public-school districts. 


need for this kind of service expressed by the super- 
intendents of the districts. Previously, these dis- 
tricts had contracted with the health department 
for other public-health services, including school 
nursing service. The mental health service was seen 
as an additional aid to these school communities. As 
the program developed, efforts were made to co- 
ordinate the services of the public health nurse and 
the mental-health counselor of the health depart- 
ment, in working with the public-school staff, to pro- 
vide an overall health program in these schools. 
Each school district contracted with the health 
department for its mental-health service, and paid a 
fee of 75 cents per child enrolled. This fee actually 
covered about one-third of the cost of the service. 


In 1954 the contract form was revised. Under the 
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new provisions the school district pays the health 
department $5.50 per hour of service which makes 
the service virtually self-supporting. Six addi- 
tional school districts have since contracted for the 
service. Two more districts have requested con- 
tracts to begin with the fall school term of 1956 if 
sufficient trained staff can be obtained. 

Group therapy with mothers was chosen as its 
major method when the school program started be- 
cause of the success of the experimental project men- 
tioned earlier. A trained mental-health worker 
(psychiatric social worker or clinical psychologist) 
was assigned to each district part time, usually for 
5 or 6 hours a week in an average-size school, At 
the outset, the program was staffed with these two 
workers and a director, each of whom gave half time 
to the school program and half time to the child- 
guidance clinic. 

Many modifications from the city schools’ project 
developed in the county program as time went on, 
and for a variety of reasons. A child-guidance 
clinie was now available as part of the county health 
department’s service. Greater recognition was now 
given to developing cooperative work with the health 
More children 


were referred to other community agencies for 


department's nurses in the schools. 


planned followup. The service included secondary 
More consultative 
work was done with teachers and other school per- 


as well as elementary schools. 


sonnel. Since the service was an experimental one, 
considerable flexibility in policies and procedures 
was necessary. 

During the first year, 211 children were referred 
to the staff from the 3 original school districts. Two 
mothers’ therapy groups were begun. The problems 
of most children were handled individually, through 
counseling with parents, teachers, and the children 
themselves, and by referral to other resources, in- 
cluding the child-guidance clinic. 

Experience in succeeding years has indicated that 
mothers’ therapy groups are more difficult to form 
in the county program than they had been in the 
Between 1951 and 1955, mothers’ 
therapy groups were organized and carried on in 
four schools. 

Some of the county difficulties seemed to be related 
to the physical nature of suburban consolidated 
school districts; public transportation was difficult, 
and parents lived some distance from the schools 
their children attended. In some instances there 
seemed to be relatively little contact between the 
school and parents in the area. A good many schools 


city schools.’ 
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referred problems which were not suitable for group 
therapy. Although there was readiness for indi- 
vidual counseling, especially in the upper socio-eco- 
nomic levels, there was some resistance to involve- 
ment in a group. At the same time school personnel 
were increasing their requests for other kinds of 
service, such as help to classroom teachers in dealing 
more effectively with problems in the classroom, and 
to students in the secondary schools. 


Six Choices 


In the past 5 years, numerous changes have oc- 
curred as the program has been adapted more closely 
to local school-district needs. From focusing pri- 
marily on the use of group therapy with selected 
mothers of elementary school children having be- 


havior problems, the has 


whole undertaking 
broadened into preventive mental-health service. 

Contracts now offer school administrators choices 
among six types of service which form the frame- 
work of the program : 


1. Consultation service to assist school personnel 
and other responsible persons in the community in 
developing appropriate preventive mental-health 
programs to meet their needs; 

2. Case finding, screening, and evaluation service 
to identify children with behavior disorders and to 
determine the degree of disturbance ; 

3. Individual counseling service with teachers, 
parents, and children to modify attitudes and _ be- 
havior which lead to problem situations, with referral 
to the child-guidance clinic for more thorough diag- 
nostic study, or to other community agencies as 
indicated ; 

1. Group therapy with parents to help parents 
gain in understanding of their own and their chil- 
dren’s problems, and to modify early sources of 
disturbances: 

» Group therapy with children, particularly ado- 
lescents, to provide an opportunity for them to work 
through their problems of personal and social re- 
lationships more satisfactorily ; and 

6. Inservice training for school personnel to pre- 
sent basic concepts of preventive mental health 
through case conferences, group-discussion leader- 
ship training, and other types of study groups. 


Within this framework, then, the program in a 
given school develops according to the needs of the 
school and the resources available, as determined 
by the school district and the health department. 
Some districts have the complete program, with 
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several hours of service a week in each school of the 
district. Others have the full service in only one 
or two schools. In one district which employs its 
own two trained social workers there is no direct 
service to children or parents, but consultation and 
inservice training are provided teachers and school 
personnel.” 

Despite the broadening of the Mental Health 
Service, group therapy or group counseling are get- 
ting renewed emphasis since this method appears 
the most likely to reach the most people and to 
make the most efficient use of limited professional 
personnel for therapy. Further, group therapy is 
the service of choice for many problems in which 
parent-child involved. More 
mothers’ “study groups,” with mothers of children 
of similar ages or grade placements, are now func- 
tioning. These groups, usually with 15 to 18 mem- 
bers—now not limited to mothers of disturbed chil- 
dren—meet weekly with a worker for 5 or 6 weeks 
to discuss child-rearing problems. 


relationships are 


Mothers parti- 
cipating in these more broadly constituted groups 
seem to find the experience valuable. No longer is 
there the uneasiness that sometimes generates in 
a group made up only of mothers selected because 
of specific child problems. Smaller therapy groups 
can be developed from the larger ones when more 
intensive help is needed. 

Group therapy with adolescents 
ment 


another develop- 
grew out of increased requests for service 
from the high schools. In the second year of the 


school mental-health service 


program, 2 groups 
6 in one, 8 in the other—in 2 high schools 
were organized. These boys had been referred by 


the high-school personnel because of behavior dis- 


of boys 


turbances, usually of an aggressive, acting-out na- 
ture. They met with a worker weekly for an hour’s 
discussion during the school day in the school build- 
ing when unstructured, permissive talk about pro- 
blems, feelings, and attitudes was encouraged. 

In succeeding years when the total school program 
has expanded, this high-school program of group 
therapy with adolescents has also grown as a pre- 
ventive mental-health service. Eight groups (4 of 
boys and 4 of girls), involving 58 adolescents in 5 
high schools, met last year. One indication that this 
service is accepted by the students themselves is 
the fact that approximately a third of the youngsters 
in the groups asked to join. 

Work with classroom teachers and other school 
personnel, through counseling on individual prob- 
lems and small-group discussions, has become still 
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another increasingly important activity. Confer- 
ences are planned with small groups of 5 to 10 teach- 
ers in a given school to discuss problem children and 
the mental-health “climate” of the classroom. Some 
of these conferences are led by a teacher, with the 
mental health worker serving as a _ consultant. 
Others are led by the worker. The constant purposes 
is to increase the teacher’s understanding of mental- 
health problems and of his relationships with chil- 
dren and to enable teachers to handle these more 
effectively in the classroom. 

Consultation with teachers must always be a mu- 
tually shared experience, a learning experience for 
each person involved, rather than a one way com- 
munication. These inservice teacher-study groups 
have 10 to 15 sessions, each lasting 1 to2 hours. Con- 
tent includes “Understanding the Emotional Needs 
of Children,” “Personality Development of Chil- 
dren,” “Mental Health Climate of the Classroom,” 
and similar topics as agreed upon. The mental- 
health staff pérson presents brief lecture material 
with or without films to focus discussion. Several 
schools give salary increment credits to teachers who 
voluntarily participate. 

In our opinion school mental-health programs, 
developed cooperatively by schools and health de- 
partments, may well become the most effective pre- 
ventive community mental-health program. These 
programs can be “tailormade” to meet the needs of 
each community. Our experience indicates there 
are wide variations in needs, understanding, and 
other characteristics of school communities which 
must be taken into account. Also the contract 
method described provides opportunity to integrate 
professional staff and community resources. 


Future Developments 


Continued experience will undoubtedly condition 
the further development of community programs of 
the mental-health service. Already a number of 
areas where planning and implementation of activi- 
ties need to be undertaken experimentally have been 
identified. 

Development of a coordinated plan of service to 
delinquents, which has been started this year by the 
health department and the juvenile-court probation 
office, presents an opportunity to learn more about 
problems of delinquency, from the individual and 
community points of view, and to develop resources 
for prevention and correction. As time goes on, 
through continued diagnostic study of individual 
cases brought to the court and referred to the service, 
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and through more effective studies of communities 
in the county from which delinquents come, helpful 
knowledge of the delinquency problem as it exists 
locally will undoubtedly be gained. Additional re- 
sources, such as residential-treatment facilities, and 
plans for the use of group-therapy techniques are 
needed. A study is at present underway in the com- 
munity, under the auspices of the county council and 
the Social Planning Council (the council of social 
agencies), to determine the most effective use of 
bond-issue funds recently voted for a building for 
the care of children. A Greater St. Louis Youth 
Commission has been recently appointed by the city 
and county administrations to explore problems of 
juvenile delinquency and methods of dealing with 
them. The health department, along with others, 
is in a position to be a resource to the Commission, 


Understanding the Community 

In addition to studying problems of juvenile de- 
linquency in communities, the staff working in the 
school mental-health service has become increasingly 
aware of the need to understand the community in 
which a school is located. Such factors as concen- 
tration of population, cultural background of the 
population, socio-economic levels, community organ- 
ization, and other social and environmental data are 
of significance in determining both the needs of the 
school community and the specific mental-health 
program to be developed in and through the schools. 

Developing methods of screening and evaluating 
children with behavior disorders is another interest 
of the staff in the school mental-health service. 
Initial research indicates that a symptom inventory 
reporting number, frequency, duration, and severity 
of symptoms of a child as observed by his mother 
can be a useful screening tool. Increased skills on 
the part of mental-health workers in evaluating and 
classifying degree of disturbance into the four 
groups previously described is necessary if an ef- 
fective program of service is to continue to develop. 
Methods of dealing with school problems coopera- 
tively by the school and health personnel when par- 
ents are unavailable also need further exploration. 

The child-welfare division of the county office of 
the State Department of Welfare has requested case 
consultation for their social workers. Integrated 
planning between the personnel—medical, psychi- 
atric, psychological, and social work—of welfare and 
health agencies can lead to further development of 
preventive mental-health services in this area. In- 
service training of staff through group consultation 
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on mental-health problems, clinic diagnostic and 
treatment service for parents requiring this kind of 
service, group therapy for mothers and foster moth- 
ers of children under a welfare agency’s care, are all 
potential services to be considered. 


Plans Underway 


One area of importance in the consideration of 
mental-health needs, so far not touched upon, is work 
with the preschool child and with the parents of 
preschool children. Since behavioral patterns are 
begun and established early in life, preventive men- 
tal-health work with parents of infants and pre- 
The well-baby 
clinic of the health department is a natural institu- 
tion in the community for the development of serv- 
this During the past few months, 
conferences have been held between the physicians of 
the preventive-medicine division 


school children is of great value. 


ices 1 area, 
responsible for 
child health, the director and supervisors of the nurs- 
ing division, and the director of mental-health 
service to discuss potential services. Mental-health 
that utilize films and other 
audiovisual tools for group discussion with mothers, 
and early screening and spotting of disturbances in 
children and mothers are being considered for the 
future when staff is available. 


education programs 


Tentative plans call 
for initiating a program in one clinic, on a demon- 
stration basis, which would involve the pediatrician, 
nurse, volunteer, and mental-health worker. 

Training programs for professional persons in the 
field of mental health are seriously needed. St. Louis 
is fortunate in having two universities which have 
medical schools with departments of psychiatry, 
departments of psychology for graduate training, 
and graduate schools of social work. Plans have 
been completed for developing a training program 
in the health department under contract with one of 
the universities, beginning July 1956. 

This initial training program is to include resi- 
dency in child psychiatry, internship in clinical psy- 
chology, and field practice in psychiatric social work. 
Inherent in the training program is the need for 
continued sound staff structure in the service divi- 
sion, and competent consultation and training re- 
sources. Some period of experience in carrying on 
such a training program should make it possible to 
determine more accurately the kind of training 
necessary for “community mental health” personnel. 

When the mental-health service was established, 
the health-department administration and now the 
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service’s staff were aware of the need to evaluate the 
new program as it progressed. Application was 
made to the U. S. Public Health Service for a re- 
search grant through the National Institute of 
Mental Health. Such a grant was made. As a re- 
sult, a research division in the mental-health service 
was established in 1953 with a director and staff. 
The present program of this division is to evaluate 
the effects on child behavior of parental attitudes 
toward child rearing and the effects on parental atti- 
tudes of the service and education programs. 

As Kotinsky and Witmer have pointed out, there 
are many and varied approaches and very little 
coherence in the field of community mental-health 
endeavors.” The St. Louis County Health Depart- 
ment program is one attempt to develop a commu- 
nity-wide preventive program. We hope that our 
experiences, with those elsewhere, will contribute to 
the development of services which will more effec- 
tively meet community needs. 
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Impressions from an international conference a 


SOCIAL WORK FOR CHILDREN 
AROUND THE WORLD 


RICHARDSON L. RICE, M. Sc. 


Executive Director, The New England Home for Little Wanderers, Boston 


EPRESENTATIVES of 53 countries partici- 
pated in Munich, Germany, last summer in 
the largest international assembly of social 

workers ever held. This, the eighth conference, had 
over 2,600 registered delegates, all concerned with 
the effect of industrialization on social services. 
The reports of the 20 study groups will be a valu- 
able resource of facts and opinion when they become 
available in the next The brilliant 
papers read at the plenary sessions are already avail- 


few months. 
able in one or more of the three official languages, 
English, French, and German, as are the scholarly 
reports prepared in advance by four commissions. 

At this time, however, one can only share some 
of the impressions which came as a result of meet- 
ings, agency visits, and conversations with others 
about their programs for children. 

Children and their development were at the cen- 
ter of so much of the discussion that the entire con- 
ference could almost be called a child-welfare pro}- 
ect. Nearly every one of the countries represented 
reported that children have a high priority in their 
planning. That this was more than an attitude be- 

to American participants not only 
through what they heard at the conference but what 
they saw in visiting other countries before and after 
the meeting. 


came clear 


The conferees saw the position of children in an 
industrialized society as a most vulnerable one. In 
one phrasing after another the question arose: “How 
do we guarantee for children a wholesome family 
life, free from fear or want, and still concentrate 
them and their families in an urban community 
around the industrialized means of production?” 
On the whole, however, they did not look on concen- 
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tration of people as a certain prelude to family 
breakdown or problems for children. A probation 
officer in Hong Kong and a social worker from Pakis- 
tan, both referring to very crowded housing and 
substandard living in their homelands, reported low 
delinquency rates. Moreover, said the delegate 
from Hong Kong, few of the children brought to the 
attention of the courts there showed evidence of 
severe problems. ‘Though these and other comments 
were not conclusive, they produced a great interest 
in finding a cause for the difference between this and 
the experience of American courts. There seemed 
to be widespread agreement that the low incidence 
of juvenile delinquency in these Asian countries was 
to a large extent related to the strength of the fam- 
ily unit and the controls on behavior that prevail. 
This same theme emerged in several of the major 
addresses and in many of the study groups: The fam- 
ily as a unit is the core of the success or failure of 
child development and, hence, of the health of the 
community itself. Attempts to relate the quality of 
family life to the presence or absence of industrial- 
ization in a community were not conclusive. While 
evidence of a close statistical correlation between 
industrialization and family breakdown was gen- 
erally accepted, few persons saw this as proving 
cause and effect. Evidence was produced to show 
that where family life had been protected by ade- 
quate housing and continuation of family-centered 
culture patterns through decentralization of indus- 
try, in industrialized communities, child rearing was 
not adversely affected. While no one denied the 
existence of dangers in industrialization, there 
seemed to be a firm belief that the problems could be 
solved and that industrialization was not a develop- 
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ment to be avoided. How to guard against its bad 
effects while enjoying its material benefits became 
the focus of concern. 

Many participants called for greatly increased re- 
search to evaluate objectively the subjective effects 
of urban living on family and child life. Few could 
report in more than general terms on the meaning 
of the varieties of family life described. For ex- 
ample, a British speaker in a plenary session asked : 
“What do we know about the dual culture of the 
factory and the home? In the factory with its spe- 
cial customs and group sanctions a man may be stable 
and cooperative. In his home this same man may 
be a tyrant and quite unable to maintain his stabil- 
ity. The factory has become another life and his 
family cannot share in it.” 

An Austrian child-welfare worker asked: “Is it 
not difficult for a child to continue to have respect 
for a father who, though he is the only means of 
support for the family unit, cannot be sure that his 
job will last through the month ?” 

A delegate from India reported that many of the 
village people in his country had moved prematurely 
to cities. With no work and little social service, the 
family suffers, said he, but at least it is together. 
When at last work is provided, the father, and some- 
times both parents, leave the children at home. 


Dramatic Changes 

Obviously such dramatic changes must have serious 
effect on children. We need to know more about the 
child’s feelings in such instances and about what will 
carry over to his maturity. 

Thus the conference pointed up the vast difference 
between the life and relationships of a family as a 
producing unit in a rural setting and of a family 
with a producing individual in an urban setting. 
Planning for this transition, many of the conferees 
agreed, should come before and during the shift. 
Adequate housing and social services to meet the 
needs of workers and their families should be con- 
sidered along with plant location and availability of 
resources, 

The conference offered extensive opportunities to 
learn something of the cultural differences which 
might influence the function of child-welfare serv- 
ices, Speakers at the general sessions and in the 
study groups gave many illustrations of special needs 
and problems growing out of national history, re- 
ligious beliefs, or the customs of community and 
family life. Representatives of every country em- 
Phasized the importance of attention to the culture 
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of a people when planning is being done and gave 
some evidence to show that the way an industrialized 
community develops will be influenced by the local 
culture. Some countries, a United Nations repre- 
sentative reported, have already demonstrated an 
ability to develop an industrial community without 
destroying kinship ties. Newly industrialized coun- 
tries, it was indicated, need not go through the same 
experiences during industrial development as the 
older industrialized countries. They may be ex- 
pected to profit some from the mistakes as well as 
from the more positive experiences, and even the 
latter may require adaptation to the local culture and 
local conditions. 

Such statements brought home the necessity for 
caution in applying the methods and philosophy of 
the social-work profession directly from one country 
to another. The Americans among us realized anew 
that American child-care methods have grown, and 
will grow, around the problems, available skills, and 
mores of America. The social workers from other 
countries showed that they also were recognizing 
this. They seemed to want to know about our meth- 
ods and to study our theory but gave evidence of 
being increasingly careful to avoid attempts to apply 
these directly in their own communities. This sug- 
gested that Americans might make a larger contri- 
bution by sharing their knowledge and experience 
“on the ground” in other countries, rather than by 
bringing social workers to America for training. 
Younger social workers particularly reported disap- 
pointment and discouragement at not being able to 
apply training gained in the United States and diffi- 
culty in adapting their new knowledge to the !ocal 
scene without the help of their teachers. 

This observation on training is, of course, only an 
impression which has not been objectively tested. 
There also seemed to be great enthusiasm over in- 
stances in which leaders from the United States had 
conducted seminars abroad or cooperated in foreign 
schools of social work. 


Other Impressions 


Among the numerous other stimulating and 
thought-provoking impressions this writer brought 
back from Munich and other parts of Europe were: 

Impression: Institutional programs for children 
in much of the rest of the world are far below 
American standards. This seemed especially true in 
the ratio of personnel to children. Equipment, on 
the other hand, seemed generally fair and often quite 
satisfactory. Some of us observed a day nursery in 
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which the building and furniture were as good, or 
better, than any I had seen in this country. The same 
could be said of its health protection, but it had three 
staff workers available for direct contact with 60 chil- 
dren. A reception center for difficult girls had 4 
workers trained as teachers for 50 rebellious teen- 
agers. A boys’ “study home” with a very intelligent 
and sensitive young man, trained as a teacher, as its 
head had no psychological testing service, “except in 
very special cases in which we can ask for testing by 
the school psychologist.” 

Skilled, well-prepared social workers with major 
responsibility for children were lacking in every 
children’s institution in seven of the major cities we 
visited in Europe. In most instances, the agency 
heads themselves deplored this and expressed a desire 
for training and special education for themselves and 
for at least some of the staff. 

Impression: Methods of treating and rehabilitat- 
ing handicapped children seemed modern and effec- 
tive but were insufficient to meet the need. This also 
seemed true of all children’s services. Pilot programs 
and brave new starts were abundant. 

Impression: Except in Great Britain casework as 
we know it is rarely practiced in social work in other 
countries and, with some notable exceptions, social 
workers themselves are not urging its adoption. They 
are faced with the survival needs of children. They 
say that the lost and abandoned boys in the large 
cities of Europe give up their stealing when they no 
longer have to steal in order to eat; that families that 
are struggling for space and air do not require coun- 
seling, let alone casework therapy, but need housing. 
This last is going up rapidly all over Europe. 

Impression: In the Scandinavian countries and 
elsewhere also, the provision of services to working 
While the conference 
speakers reiterated the importance of a mother’s 


mothers has a high priority. 


being available to her children, economic pressures 
were continuing to make extensive day-care services 
essential. Day-care agency personnel exhibited sur- 
prisingly little concern over the effects on the per- 
sonality development of a child of sharing a substi- 
tute mother, the nursery-school teacher, with 40 or 
50 other toddlers. 

From a health and educational point of view the 
nurseries I saw generally had very good provision, 
often above the standard in our own day-care serv- 
ice. ‘The schedules were optimum for the mothers 
and fairly reasonable for the children. When asked, 
we Americans described our best service as much 
better than theirs but admitted that our day-care 
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program was not meeting our needs and was cer- 
tainly not up to standard in every instance. We were 
not able to report an agreed philosophy of day-care 
service among American social workers. 


Whose Responsibility? 

The foregoing are impressions, but one theme can 
be reported as running deep and strong in all the 
conference meetings. It was composed of two ques- 
tions: First, to whom do we look for the leadership 
in planning the sound organization of an industrial- 
ized society ; and then, whose is the responsibility for 
support ? 

Those countries which have had the longest history 
of industrialization made a plea for citizen partici- 
pation in community planning. They urged that the 
planning be done far enough ahead to make it a 
thoughtful effort. We were reminded that social 
workers, who have historically been so clese to the 
good and bad effects of industrial change, must recog- 
nize their responsibility for participation in plan- 
ning and goal-setting; that we must redevelop our 
long dormant “social leadership attitude.” 

No general agreement was apparent over the an- 
swers to these questions. Many European countries 
seem to emphasize programs in which industry itself 
provides the entire range of social services from 
prenatal care and day nurseries to health and coun- 
seling provisions. In others, such as Korea, volun- 
tary agencies are attempting to carry the responsi- 
bility for much of the developing service. In the 
Scandinavian countries and in Yugoslavia the state 
is assuming a major responsibility. Most of the par- 
ticipants seemed to recognize that industry itself 
has a heavy responsibility whether directly or 
through support of the voluntary services, and that 
its responsibility is especially great for its own 
workers. The American delegates were called on 
frequently to describe their concepts of the com- 
munity-organization approach. 

Though opinions were far from unanimous, one 
fact clearly emerged: Coordination of planning is 
difficult because technical advance is rapid and social 
planning is slow. To this observer this does not seem 
like an insurmountable obstacle. It would seem to 
call for the development of relationships between 
social planners, industrialists, and social workers, 
so that the people involved might avoid the dangers 
while enjoying the benefits of industrialization. As 
an eloquent delegate from India said, “We have no 
reason to fear or shun industrialization. It will come 
and is potentially good, but we must be ready for it.” 
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PROJECTS AND PROGRESS 


World Federation 
for Mental Health 


Children, especially children in school, 
were a major focus of attention of 
more than 500 psychiatrists, psycholo- 
gists, social workers, public-health 
workers and educators from 31 coun- 
tries, who came together in Berlin in 
mid-August for the 8th annual meeting 
of the World Federation for Mental 
Health. They met in plenary and tech- 
nical sessions, aided by a system of 
simultaneous translation, and in work 
groups Where translation, when needed, 
depended on the skill and good will of 
the participants. Each of the 12 work 
groups tackled the mental health aspects 
of a single problem, the subjects includ- 
ing, among others, vocational education, 
teacher training, 


religion, defective 


children, leadership. In addition a sec- 
tion to view and discuss mental-health 
films met daily. 

Obvious throughout the 5 days of the 
meeting was the participants’ deep con- 
cern over the problems faced by parents, 
schools, and communities to rear stable 
children in an unstable world. The 
setting itself—a split city where mate- 
rial contrasts and high tension are ap- 
parent to the most casual visitor—was 
a constant reminder of the emotional 
Strength today’s children will need to 
bring stability to the world and of the 
difficulties today’s adults face in helping 
them to achieve it. 

No recommendations were made and 
many questions remained unanswered. 
How, for instance, to keep the world 
from falling prey to mentally sick lead- 
ership? Would it be possible to “screen” 
Prospective leaders psychiatrically, as 
airplane pilots and others on whose 
health depends the safety of others are 
screened for physical defects? Or could 
the world only be protected from men- 
tally sick leadership by the building of 
mentally healthy populations who could 
not be taken in by demagoguery ? 

The consciousness of global problems 
and the place political solutions will 
have in nourishing or thwarting the 
mental health of future generations did 
hot divert the participants from care- 
ful consideration of the immediate prob- 
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lems of parents, schools, and children. 
Here, too, many questions remained un- 
answered. 

Help us, one American educator pled, 
to make up our minds about an un- 
settled controversy in our country. 
Should slow learners be put in special 
classes? Is the stigma of being so 
placed worse than the shame of being 
unable to keep up with the class? How 
do we reconcile our responsibilities to 
the slow, the gifted, and the average? 

He received no answer, but evidence 
that this was not just an American prob- 
lem came up again and again in papers 
and discussions. The weight of present 
experimentation seemed to be on the 
side of special classes, but there was 
also evidence of recognition that behind 
a lot of slow learning might be some- 
thing other than intellectual inferiority. 

How complex the problem can be was 
described by a professor of child 
guidance from a university in East 
Berlin who maintained failure in school 
to be a result of the whole personality 
development—including the child’s own 
low self-evaluation and the low social 
evaluation given him by his teachers. 
This speaker was also concerned with 
gifted children, who, he said, had more 
problems at puberty than average chil- 
dren and who, he advised, should not 
be allowed to become “stars” but should 
be stimulated to perform at the peak 
of their ability. An American educator, 
seeing slow learning as resulting in 
behavior problems and school dropouts, 
related these to “the unreality of the 
school in relation to the natural drives 
of youth.” 

Nobody made any claims of having 
a blueprint for solving all the problems 
of school adjustment, but descriptions 
of what some countries are trying to 
do were presented with hope and also 
with frank acknowledgment of short- 
comings—particularly inadequate  fi- 
nancing and personnel shortages. <A 
Swedish educator described the diffi- 
culties of carrying out instructions of 
the Swedish Board of Education for all 
schools to make “medical, intellectual, 
psychological and social” investigations 
of students with difficulties. In Stock- 
holm, said he, there are two school 


psychiatrists for 50 schools, having a 
total 70,000 pupils, while smalle 
school systems have no such profes- 
sional aid. Great reliance, he said, had 
to be placed on intelligence tests and 
on the ability of school nurses to help 
iron out pupil-parent-teacher conflicts 
through home visits. 

In Great Britain, reported a British 
child psychiatrist; special schools for 
maladjusted children have become part 
of the network of psychological services 
under the administration of the Minis- 
tries of Health and Education, and 
recommendations are now before the 
Government for expansion of these and 
other services and for training person- 
nel for them. While child-guidance 
clinics in the past have placed major 
emphasis on helping school children, 
they now are becoming increasingly 
concerned with finding ways of helping 
preschool children and of reaching “the 
sizable group of seriously disturbed 
children in the community” whose 
parents will not cooperate in treatment. 

The relation of preschool life to school 
adjustment received considerable em- 
phasis, especially by British, French, 
and American speakers. Aside from the 
mother-child relationship cited repeat- 
edly as crucial, preparation for school 
was brought out as an important factor. 
If a child expects school to be a good 
experience the chances are that it will 
be, said a British psychiatrist, but if 
he approaches it with foreboding be- 
cause he has been led to believe it is a 
necessary evil, trouble lies ahead, and 
the same holds true of expectations of 
work. A French neuropsychiatrist 
pointed to the importance of kindergar- 
tens in helping to wean a child away 
from too much dependence on the 
mother. The mother, he said, has a 
double duty—partly to protect so that 
the child feels secure and partly to 
withdraw so that the child may develop 
aggressive independence. 

An American psychiatrist described a 
study to delineate early signs of 
motherliness or child rejection by ob- 
serving the actions of a selected group 
of new mothers during breast feeding 
in the first week of their child’s life. 

Some delegates reported special symp- 
toms of unrest among the young of 


their country—an epidemic of addic- 


tion to “awakening drugs” in Japan, 


an increase in children with “inability 


to concentrate” in West Berlin’s schools. 


Methods received attention as well as 
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problems and programs—group therapy, 
psychosomatic medicine, epidemiologi- 
cal studies of mental illness, the place 
of social casework in a mental-health 
program. The part ingenuity can play 
in revising methods to fit circumstances 
emerged clearly when a_ psychiatrist 
from the Sudan told of how he had had 
to combine professional skills, cultural 
knowledge, and help from untrained 
personnel to cope with the problems 
brought to him. 

The gaps in knowledge received rec- 
What part, for instance, 
does heredity play in the development 


ognition too. 
of neuroses and psychoses? The ques- 
tion was asked by an Austrian psychia- 
trist, who called for more statistical re- 
search on the subject. But he, in a 
sense, typified the meeting’s atmosphere 
that 
we do not need to wait for all the an- 
swers before making greater efforts to 


of urgency when he pointed out 


reduce the “releasing factors” by manip- 
ulating social environment, spreading 
mental-health 


and seeing 


that therapy is available for the possi- 


principles, 


bly susceptible at the crises periods of 
life. 

—Kathryn Close 
Radiation 

Effects of radiation on human hered 
ity were considered by a study group 
consisting of 20 scientists from 9 coun- 
tries at a meeting held by the World 
Health Organization at Copenhagen, 
Denmark, August 7-11, 1956. Included 
were radiologists, statisticians, public- 
health administrators, and specialists 
in human and other branches of 
genetics. 

Expressing the opinion that as yet 
not enough is known to permit assess- 
ment of the extent and importance of 
radiation effects on man, the group 
stated that it agreed essentially with 
the findings published recently by the 
National Academy of Sciences, United 
States, and the Medical Research Coun- 
cil, Great Britain (see page 203), and 
also with a resolution on radiation dam- 
age to human heredity adopted recently 
in Copenhagen by the First Interna- 
tional Congress on Human Genetics. 

The group recommended that research 
in genetics, especially human genetics, 
be intensified; that steps be taken to 
reduce the shortage of teaching facili- 
ties in genetics and of trained geneti- 
cists for research; and that efforts be 
made to reduce the hazards from man- 
made radiation from sources used in 
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medicine, industry, commerce, and ex- 
perimental science. A broad indication 
was also given of some fields of research 
in which new advances might be made. 
Countries represented included Bra- 
zil, Canada, Denmark, France, 
India, Sweden, the 
Kingdom, and the United States. 


Ger- 


many, United 


The Ninth World Health Assembly, 
which met in Geneva, Switzerland, in 
May, approved a program for 1957 for 
protection against the hazards of in- 
dustrial use of atomic energy, covering 
training of public-health personnel, de- 
velopment of standards, and studies of 
health risks connected with radiation 
and radioactive waste disposal. 


Mental Health 


A census of emotionally disturbed 
children in Rhode Island taken by a 
committee formed for the purpose indi- 
eates that 9 of every 1,000 children in 
the State are emotionally disturbed. 
Twenty-eight health, welfare, and reec- 
reation agencies, 26 public-school de- 
partments, and parochial schools in 5 
communities reported that 1,678 child- 
ren 4 through 20 years old had serious 
behavior problems attribu- 
The 
working 
definition of emotional disturbance pro- 
vided by the 


primarily 
table to an emotional disturbance. 
used a 


reporting agencies 


committee. Children 
whose chief problem was mental re- 
tardation were excluded. 

About one-third of the children had 
received services from various agencies 
such as child-guidance clinics, and about 
half were known to health and social 
agencies not primarily geared to serve 
disturbed children; but 280 (one-sixth) 
had had no contact with any such re- 
sources. Services that had been recom- 
mended for 318 children were not avail- 
able to them either because of difficult 
family attitudes, limited staff and facili- 
ties, limitations in geographic coverage 
by the total lack of the 
specific kind of service indicated. For 
7 children in every 100 no plan at all 
had been made. 


service, or 


Although study and 
treatment of the children in residential 
centers was seen as an ultimate re- 
source, to be used only after other re- 
had been and found 


inappropriate, the reporting agencies 


sources tried 
recommended this type of care for more 
than 20 percent of the 1,678 children. 
The committee established by 
the Pawtucket and Blackstone Valley 


was 


Council of Social Agencies, the Rhode 
Island Society for Mental Hygiene, and 
the Family and Children’s Division of 
the Council of Community Services of 
the Providence metropolitan area. The 
Council of Community Services’ Re- 
search Bureau aided in the design and 
conduct of the census and analyzed the 
findings. 

In its report, the committee describes 
its figures as representing “a conserva- 
tive count,” and urges further study of 
the problem, leading to action “before it 
becomes overwhelming.” 


For Indians 

Since the transfer of Indian health 
activities to the Public Health Service 
on July 1, 100 physicians 
and dentists and 200 other health work- 
ers have been added to the Indian health 
The appropriation by the 
Congress of $38,775,000 for the 
fiscal 1956-57 
is 11 percent greater than in the pre- 
vious year, the first in which the Public 
Health 
bility. 
of $8,762,000 for construction and re- 


1955, about 


progran. 
S4th 


program for the year 


Service carried this responsi- 
With a separate appropriation 


pair of hospitals and other facilities, 
four hospitals are to be built this year, 
three of them replacements, in addition 
to some staff housing. 

During the fiscal year ended June 30, 
1956, an increase of 42 percent in the 
appropriation for 
mitted much 
ment in health services. 
viding such 


Indian health per- 


extension and improve- 
Besides pro- 
services through its own 
staff and its own 56 hospitals, the Publie 
Health made contracts with 
about 30 State or local health depart- 


ments and 


Service 


many private physicians, 
clinics, and dentists to provide such 
services, and with four universities to 
help in bringing tuberculosis and other 
diseases under control. During that 
year hospital admissions and hospital 
outpatient treatments among Indians 
and Alaska Natives increased by 10 
percent those reported for the 
Also, during the 1955-56 
fiscal year the Public Health Service 
trained 90 Indians for such occupations 
as sanitarian aide, practical hospital 


over 
previous year. 


nurse, and dental assistant. 


The 84th Congress also directed the 
Secretary of the Interior to conduct an 
investigation of Indian education in the 
United States and Alaska, including the 
study of education problems of Indian 
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children from non-English speaking 
homes and the possibility of establishing 
a more orderly transfer of Indian chil- 
dren from Federal to public schools. 


Health Survey 


A continuing national survey of the 
health of adults and children in the 
United States will be carried out by the 
Public Health Service, Department of 
Health, Education, and Welfare, under 
authorization of a law enacted by the 
S4th Congress at its second session. 
(Public Law 652, approved July 3, 1956). 
Periodic supplementary studies were 
also authorized. Congress appropriated 
$700,000 to finance the program for the 
fiscal year beginning July 1, 1956. 

The information to be collected will 
include the extent, distribution, and ef- 
fects of various illnesses and disabilities 
and the services received in connection 
with them. The Public Health Service 
was further authorized to develop and 
test new or improved methods for ob- 
taining current data of this kind. 


Juvenile Delinquency 

Twenty-one States and the District 
of Columbia now have special units of 
the State government concerned with 
juvenile delinquency. California, Illi- 
nois, Massachusetts, Minnesota, and 
Texas have separate departments to 
develop and administer a program for 
the control and treatment of delin- 
quency. Five other States—Maryland, 
Pennsylvania, Washington, Wisconsin, 
and Idaho—have established in an exist- 
ing State department a bureau or a 
division concerned with delinquency. 
Twelve States have established State 
commissions or committees with the 
responsibility, either as a sole function 
or as part of a broader child-welfare 
assignment: to study the prevalence of 
delinquency in the State; to plan meas- 
ures designed to combat delinquency ; 
to coordinate existing services; and to 
give consultation to operating programs. 
This group includes Delaware, the Dis- 
trict of Columbia, Florida, Louisiana, 
Michigan, Mississippi, New Jersey, New 
York, New Mexico, North Carolina, 
Tennessee, and Wyoming. 


New York City recently allocated 
$100,000 a year for a 5-year compre- 
hensive study of the various methods 
used by public and private agencies and 
by citizens groups to control juvenile 
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delinquency in the city. Directed by a 
sociologist, the project has two assis- 
tant directors—a _ sociologist and a 
social worker—and employs seven re- 
search workers from the fields of 
political science, law, sociology, educa- 
tion, and social work. 

The project will make findings public 
from time to time during the period of 
the study so that the groups involved 
may take advantage of them to make 
their work more effective. Among the 
agencies whose work will be evaluated 
are the Youth Board of New York City, 
juvenile and youth courts and their 
probation departments, the juvenile 
services of the police department, insti- 
tutions for delinquents, detention 
homes, child-guidance clinics, and com- 
munity organizations. 


Health Education 


To combat public ignorance of why 
and how records of birth, stillbirth, 
death, marriage, and divorce are kept, 
Tennessee's Department of Public 
Health is taking steps in several coun- 
ties toward interesting the younger 
generation in such recording. For 
more than 2 years the Department’s 
Division of Vital Statistics, with en- 
couragement from the Public Health 
Conference on Vital Statistics, has been 
working with public-school authorities 
to familiarize high-school students with 
the various types of official certificates 
and to explain the importance of sta- 
tistics based on vital records to the indi- 
vidual and the public. 

A mimeographed manual for students 
has been prepared that includes graphs, 
illustrations, and sample copies of offi- 
cial certificates, with descriptions of 
their use. It includes eight chapters on 
the major phases of vital statistics, a 
summary, glossary, and tests. Teaching 
aids used with the manual include a 
motion picture, a talking film strip, a 
miniature exhibit, a puppet show, post- 
ers, and charts. The teaching unit has 
been used in 9th to 12th grade classes in 
American history, civies, English, 
health, home economics, and sociology 
or social problems. 


Adoptions 

Nearly a hundred doetors, lawyers, 
nurses, psychologists, and social work- 
ers from nine States attended the 
Rocky Mountain Regional Conference 
on Adoptions, in Estes Park, Colo., 
September 10-12. 


The Conference was sponsored jointly 
by the Colorado State Department of 
Public Health, Colorado State Depart- 
ment of Public Welfare, University of 
Colorado Medical Center, and the Chil- 
dren’s Bureau, Department of Health, 
Education, and Welfare. Its planning 
committee, under the chairmanship of 
a professor of pediatrics of the Colo- 
rado School of Medicine, included pe- 
diatricians, a psychiatrist, a juvenile- 
court judge, an attorney, and medical 
social work and child-welfare adminis- 
trators. 

At the general sessions a pediatrician 
described the doctor’s role as a three- 
fold medical function: to evaluate the 
physical condition of the child; to pro- 
vide prenatal and obstetrical care to 
the mother; to assist prospective 
adoptive parents in securing examina- 
tion and treatment for fertility and to 
provide them with medical evaluations 
as to their suitability to be parents. 

An attorney, stressing the fact that 
lawyers are not trained to select adop- 
tive homes for children, said that they 
have an important role to play in point- 
ing out the legal safeguards in adoption. 
In many instances, he said, attorneys 
who are legislators are also in a posi- 
tion to see that sufficient money is made 
available for the support of good adop- 
tion services. 

A social worker, who has studied 
adoption practices throughout the 
country, emphasized the need to recruit 
adoptive homes for older children and 
children in minority groups. 

A consultant from the Children’s 
Bureau Division of Social Services, as- 
serting that legislation alone cannot 
provide adequate protection to the child, 
stressed the importance of interpreta- 
tion, teamwork among professions, and 
evaluation of adoption-agency policies. 
Development or expansion of services to 
parents—married and unmarried—to 
children, and to adoptive parents are 
essential, she maintained. 

A panel of judges presented a résumé 
of the laws affecting adoption in the 
nine States. 

Subjects under discussion in three 
interprofessional work groups included 
the rights of unmarried mothers and 
their need for adequate medical, finan- 
cial, and counseling service, sound 
termination of parental rights, basic 
criteria for good adoptive parents, 
problems regarding rejection of adop- 
tive applicants, 


medical and_ social 
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evaluation of the child considered for 
adoption, of “adoptability,” 
problems in placement of the young in- 
fant or the older child, need for inter- 
pretation to the public, specific 
functions of an interprofessional team 
working for the best interests of the 
child placed for adoption. 


concepts 


and 


A summary report of the conference 
will be made available early in 1957. 


Handicapped Children 

The Office of Education, U. 8. Depart- 
ment of Health, Education, and Welfare, 
is undertaking a program of research on 
educational problems of the mentally 
retarded, with $675,000 made available 
The 
funds will be used for cooperative re- 


by Congress for this fiscal year. 


search with colleges and universities or 
with State departments of education to 
study such problems as standard defini- 
tions and terminologies; to collect and 


collate research studies mental re 
tardation; to investigate the qualitative 
and quantitative of learning 
among various categories of mentally 
handicapped children; and to evaluate 
organizational and 


school 


aspects 


instructional tech 


niques in programs for such 


children. 











A 2-year survey Of blind children in 
New York State and of the 


available to them was begun recently by 


services 


Syracuse University with a grant of 
$60,000 from the E. Matilda Ziegler 
Foundation for the Blind. Schools, 


agencies for the blind, hospitals, and 
other organizations that are likely to 
be helping blind children are already 
answering a questionnaire designed to 
find out what agencies are serving blind 
children. Later these agencies will be 
asked for detailed information on each 
blind child served. 


Alabama’s services for children with 
oral cleft to more 
easily available to children all over the 
State, through a 5-year project recently 
begun by the Crippled Children’s Serv- 
ice, State Department of Education, in 
cooperation with the University of Ala- 
bama. The Crippled Children’s Serv- 
ice, which for a number of years has 


are soon become 


provided complete diagnostic and treat- 
ment services at the University’s school 
of dentistry, Birmingham, for children 
with this handicap, is joining with the 
school and the University’s department 
of 


care at three or more facilities located 


speech to give the same complete 


GROWTH OF ADOPTIONS—CORRECTION 











SS saith a 
children adopted by non-relatives | 
total children placed by placed independently children adopted 
yeas adopted social agency of social agency by relatives 
: 2 2 ¢ 
1944 50, 000 12, 500 13, 500 24, 000 
( ( ( i 
‘1 | | 
{ 
1954 90, 000 25, 200 24, 300 | 40, 500 
percent + 80% + 102% + 80% 
change 90% | 
1944-1954 | 


each symbol represents 5, 000 children 


Estimated totals for the United States based on data transmitted by all States reporting in 


1944 (22 States) and in 1954 (37 States). 


Detailed distributions estimated from com- 


parable data from 14 States reporting in both years. 


Through an error, detected too late, a chart on adoptions presented in the last issue 


of this journal was based on figures which are not directly comparable. 
above presents estimates based on consistent definitions of terms. 


The chart 
These confirm 


the major trend in the previous chart: the marked increase in adoptions by nonrela- 
tives. The corrected figures, however, indicate that placements by social agencies 


have increased more, proportionately, than independent placements. 


The latter, 


however, still comprise nearly half of the total of adoptions by nonrelatives. 
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in other parts of the State. This care 
includes the services of a dental sur- 
geon, a general dentist, an orthodontist, 
a prosthedontist, a nurse, a medical 
and a plastic surgeon, 
The plan for providing the care includes 
training local physicians and dentists 
for dealing with the handicap. 


social worker, 


Child Welfare 


Under State legislation which became 
effective in April 1956 Michigan’s State 
government now shares with the coun- 
ties the cost of foster care for children. 
Mandatory provisions of the act require 
counties from which delinquent, depend- 
ent, or neglected children are committed 
to State facilities to pay half the cost 
of their care; previously the State paid 
the entire bill. On the other hand, 
under permissive provisions, the cost of 
foster care given in the child’s home 
county, which previously had to be paid 
entirely by the may now be 
borne partly by the State if the county 
meets certain conditions and standards. 
To be eligible for reimbursement, the 
county must establish a new fund for 
foster care and spend from it an amount 
at least equal to 15 cents per $1,000 of 
its property value. 
imburse a 


county, 


The State may re- 
county annually for 90 
percent of the first $2,000 expended. 


Recent State legislation has given the 
South Carolina State Department of 
Public Welfare responsibility for licens- 
ing agencies, institutions, and family 


homes which receive children for care 


and maintenance, either full time or 
part-time. 
Mississippi's legislature at its 1956 


session appropriated funds to support 
the State Children’s Code Commission 
for the year beginning July 1, 1956. 
Previously the was par- 
tially supported by Federal funds. 


Commission 


In Connecticut the Greater Hartford 
Community Chest recently made $30,000 
available to a voluntary agency, Chil 
dren’s Services of Connecticut to dem- 
onstrate the value of social services to 
children in their own homes. 

California’s State legislature recently 
enacted a law permitting county wel- 
fare departments to provide services 
for children in their own homes. 
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READERS EXCHANGE 


HOWARD: About selection 

I have read Mr. Howard's article on 
institutional treatment with some inter- 
est and question. (“If Institutional 
Treatment is to Succeed,” by Frank M. 
Howard, CHILDREN, September—Oc- 
tober 1956). I have no doubt that the 
approaches it describes should bring 
about the desired results. The author, 
however, is referring to institutions 
which offer services to children with 
mild or moderate emotional disturbance. 
Here time is available for the accepted 
institutional practices of proper refer- 
ral, selected intake, adequate prepara- 
tion, and the like. The title and tone 
of the paper imply that institutional 
success can be achieved only through 
such procedures, with which I must 
disagree. 

What about the institution which 
caters to delinquent or seriously dis- 
turbed children? Here opportunities 
for preparation are limited, because of 
the pressure for immediate action due 
to the nature of the disturbance and its 
effect upon the community. The young- 
ster’s acceptance of placement usually 
becomes an institutional responsibility 
rather than that of the referring agency. 
Actually, preparation for any institu- 
tional placement can never be thorough 
enough to remove all fear and anxiety. 
It is the involvement of the youngster 
in the institutional program, his rela- 
tionship with caseworkers, groupwork- 
ers, other staff members, and his peers, 
as well as his personal problems and 
personality, which will determine the 
nature of his institutional experience. 

I have considerable question about 
Mr. Howard’s concept of group pressure 
as a factor to be considered in attaining 
proper population balance. Group pres- 
sures exist but not on the basis of 
symptomatic Neither ho- 
mogeneity nor heterogeneity is achieved 


behavior. 


by concentrating on symptoms. The 
child who steals only certain objects 
may be quite different from the young- 
ster who steals only to get caught. 
Group pressures for or against stealing 
may have nothing to do with past ex- 
perience, but be related entirely to insti- 
tutional phenomena. This matter is 
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important because institutions usually 
choose their populations through evalua- 
tions of social-history material. 
Institutions are becoming increas- 
ingly selective. Although this may be 
based on sound professional thinking, 
I feel that they can very well receive 
many youngsters who are now being 
rejected for reasons related to varied 
concepts concerning group selection or 
contamination. These theories fail to 
give sufficient recognition to the 
strength of the institutional climate 
consciously applied to bring 
change in behavior and direction. 
Abraham G. Novick 
Superintendent, New York State 
Training School for Girls, Hudson 


about 


NORRIS: Reply to critic 


Dr. Lowenfeld’s letter in the Septem- 
ber-October CHILDREN 
(Readers’ Exchange, page 199) illus- 
trates the hazards involved in com- 


issue of 


municating research findings and im- 
plications in a brief article. 

In quoting “the most significant 
finding’ of the Chicago study Dr. 
Lowenfeld omits the most important 
implications by using only part of a 
statement as presented in the article: 
“The development of the blind child 
with no major physical handicap can 
be expected to progress in orderly 
fashion so that by school age he is func- 
tioning well up to the level of his 
sighted peers. This development, how- 
ever, takes place only to the extent that 
overall conditions have been favorable 
for him.” 

The complex interrelationships be- 
tween the child’s development and his 
total life experiences are basic to the 
conclusions of the Chicago study which 
go farther than those of Gesell or the 
Perkins conference mentioned by Dr. 
Lowenfeld. 

In answer to Dr. Lowenfeld’s other 
comments the following conclusions 
should be restated : 

1. When children were grouped by 
degree of vision there was no evidence 
that the children with some vision were 
better oriented as a group than the 


children with no vision. In orientation 
as with the other variables, degree of 
blindness in itself does not appear to 
be the determining factor. Moreover, 
a child’s psychovisual efficiency was 
found to be much more closely related 
to his general functioning level, in it- 
self a reflection of his life experiences, 
than to his eye condition. In particu- 
lar, opportunity for wide experience in 
the development of gross motor skills 
appears basic to the achievement of 
proficiency in orientation. Following 
the children into school age will shed 
further light on this question. 

2. Children with retrolental fibro- 
plasia, in spite of the time spent in the 
premature nursery, did not develop 
with greater deficits than children 
blind from other causes. The quality 
of the parent-child relationship seemed 
to be a major influence on the child’s 
development. In most cases problems 
in relationship could be minimized or 
prevented by skilled counseling help 
to the parents from the time of diag- 
nosis onward. 

Miriam Norris 
Elizabeth McCormick Memorial 
Fund, Chicago 


STEVENSON: Experiences needed 

It is gratfying to read Dr. Stevenson's 
clear-cut exposition of current theoreti- 
cal bases of prevention in mental health, 
and his delineation of obstacles in the 
way of community action. (“The 
Search for Mental Health,” by George 8. 
Stevenson, CHILDREN, September-Oc- 
tober 1956.) Yet he may have oversim- 
plified one phase of a wide and compli- 
cated topic, in designating “citizen 
immaturity” as the most common reason 
for shortcomings in community mental- 
health services. 

True, citizen leaders are often sadly 
lax in accepting responsibility for or- 
ganizing and guiding community action 
in mental health. But perhaps the de- 
ficiency comes from more than not 
knowing how to focus their efforts in 
today’s complex community life. It also 
stems from how they are motivated and 
how they learn. 

Mental-health workers, too often im- 
patient to achieve their own goals, have 
not applied their professional know 
edge frequently enough in work with 
community leaders. We still are p 
to rely upon persuasion, exhortation, 
salesmanship, and even pamphleteering, 
Often we do not bother to find out where 
the citizens are in their understanding 
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and attitudes, so cannot “begin where 
the learner is.” 

For citizens to learn to exercise the 
leadership in community mental-health 
planning which Dr. Stevenson shows is 
so badly needed, dynamic experiences 
must be provided in democratic func 
tioning as planners, organizers, policy 
and And 
learning experiences must be tailored 


makers, evaluators. these 
to the individual’s and group’s particu 
lar situation. We professional workers 
must first look to our own skills in con 
sultation techniques and group methods 
if we are to be effective in helping citi- 
zens to “mature.” 

Charles F. Mitchell 

Director, Division of Mental 

Health, Texas State Department 


of Health, Austin 


WORK: Another example 

The group of articles on the change 
of attitudes and expanding services to 
children in hospitals was very gratify- 


ing. (“Making Hospitalization Easier 
for Children,’ by Henry H. Work, 
CHILDREN, May-June 1956). Your 


readers might be interested to hear of 
our program, which has been in opera- 
tion for the past year. It deals with 
both long-time and short-time patients 
in three settings: 
the unit for 


the respirator center ; 
tubercular preschool 
children; and the pediatric ward. 
The work with the tuberculosis unit 
After 2 to 3 weeks 
in an isolation unit the children come to 
this center. 


has many facets. 


They stay as long as their 


chemotherapy needs careful 


tion. 


observa- 


The 15 children spend their mornings 
and afternoons in the nursery school- 
room and in their play yard. They 
wear individual clothes, and the ma- 
jority of the staff are in street clothes, 
too. Though parents are permitted to 
visit throughout the day, there is little 
visiting as one or both parents of most 
of the children 


with 


are also hospitalized 


tuberculosis. Occasionally _ pic- 
nics are held on Sundays for children, 
staff, and parents, and older siblings. 
The children eat in a homelike at- 
mosphere; they help to set the tables 
and serve themselves; 


and they pre- 


pare simple dishes with their teacher 
to add to the hospital fare. They also 
keep some pets, assisted by the volun- 
teer services of a junior museum, 

Two students from Antioch College 
work as ward aides with some older, 
maternal women. 

We are at present trying to discover 
whether some of the trauma of separa- 
tion and 


long hospitalization can be 


undone, in statu nascendi as it were, 
through educational measures and liv- 
ing arrangements for the children, such 
as having two children of the same 
family share a two-bed room. Educa- 
tional planning allows the children to 
channel their anxieties and feelings of 
loss into active play and into relation- 
ships with workers who have roles es- 
pecially assigned for each child, de- 
pending on his relationship to his real 
mother. 

We follow the child’s readjustment 
upon his return home through a re- 
search project of a medical student. 

Emma N. Plank 
Director, Child Life and Educa- 
tion, Cleveland City Hospital 





BOOK 


EDUCATION; its 
and 
Introduction by 
Fowlkes. 
Series in Education. 
Bros., New York. 1955. 


THERAPEUTIC 


theoretical bases practice. 


George Devereux. 


John Guy Exploration 
Harper & 


435 pp. $5. 


Planned to help persons who are pre- 
paring to work with defective or dis- 
turbed children and adults, this book 
defines therapeutic education as an 
interdisciplinary science which aims to 
accomplish therapeutic aims by educa- 
tional The author states his 
purpose as interpreting the work of the 
educator to the and 
vice versa, with special reference to the 
organization of which both are a part, 
so that 


means, 


psychotherapist 


true teamwork may be 


achieved. 
HUSBANDS AND PREGNANCY ; the 
Wil- 


Press, 


handbook for expectant fathers. 
liam H. Genné. 
New York. 1956. 


Association 
127 pp. $2. 


Written by a teacher-counselor in a 
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NOTES 


community agency for maternal health, 
this book offers advice to expectant and 
new fathers. It is intended, the author 


says, for men to whom community 
classes for expectant fathers or couples 
are not available, and it is offered also 
as a resource for 


teachers of such 


classes. 

THE EMOTIONALLY DISTURBED 
CHILD; papers on diagnosis, treat- 
ment, and care. Margaret Wilson 

Child Welfare League of 

America, 345 East 46th Street, New 

York 17, N. Y. 1956. 168 pp. $2.25. 


Gerard. 


Ten articles by the late Dr. Gerard 
that appeared earlier in various publi- 
cations are presented in this collection. 
They point out some general principles 
underlying the cause and treatment of 
some childhood problems and describe 
in detail the psychoanalytic techniques 
that the author used in dealing with 
such problems. One of the papers re- 
views the literature on tics in childhood, 
presents case histories of children with 


tics, and discusses common factors in 
development of these symptoms. An- 
other, written with a co-author, is de 
voted to techniques for making place- 
ment in a foster or adoptive home less 
difficult for the child. In a paper on the 
diagnosis and treatment needs of the 
disturbed child, workers are 
urged to keep alert to improvements in 
child-welfare practices and to the need 
for weighing and judging methods of 
care for different children. 


social 


YOUTH; the years from ten to sixteen. 
Arnold Frances L. 
Louise Bates Ames. 


New York. 1956. 


Gesell, Ilg, and 
Harper & Bros., 
542 pp. $5.95. 
This book completes a trilogy that 
includes “Infant and Child in the Cul- 
ture of Today” and “The Child From 
Five to Ten.” It studies the increasing 
maturity of children 10 to 16 in relation 
to physical growth, personal hygiene, 
emotional expression, fears and dreams, 
self and sex, interpersonal relations, 
play and pastimes, school life, ethical 
and philosophic outlook. ‘The 
study includes 165 children from a sin- 
gle cultural group, most of whom the 
authors had already studied earlier. 
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SOME U. S. GOVERNMENT PUBLICATIONS 
FOR PROFESSIONAL WORKERS 


Publications for which prices are quoted are for sale by the Superintendent 
of Documents, United States Government Printing Office, Washington 25, 


D. C. 


Orders should be accompanied by cash, check, or money order. 


Twenty-five percent discount on quantities of 100 or more. 


FOUR DECADES OF ACTION FOR 
CHILDREN; a short history of the 
Children’s Bureau. Department of 
Health, Education, and Welfare, So- 
cial Security Administration, Chil- 
dren’s Bureau. Dorothy E. Bradbury. 
CB Publication 858. 1956. 90° pp. 
bo cents 
This small book tells the story of the 

Children’s Bureau from its beginnings 

to the present, and includes a chapter, 

written by the present chief of the Bu- 
reau, looking to the future. Appendixes 
present excerpts from the act of Con- 

gress establishing the Bureau (1912), 

the Maternity and Infancy (Sheppard 


Towner) Act (1921), the Social Security 


Act and amendments (1935, 1950), and 
other legislation; also a table showing 
grants to States for maternal and child 
health, crippled children’s services, and 


child-welfare services. 


SOME FACTS ABOUT PUBLIC 
STATE TRAINING SCHOOLS FOR 
JUVENILE DELINQUENTS.  Chil- 
dren’s Bureau Statistical Series No. 
oo. 1956. 39 pp. 25 cents. 

On the basis of 109 replies to a ques- 
tionnaire sent by the Children’s Bureau 


to the 129 State training schools for 


Use of funds for printing this publication has been ap- 
proved by the Director of the Bureau of the Budget, 


September 10, 1956. 


NoTe TO AUTHORS: Manuscripts are considered for publi- 
cation with the understanding that they have not been pre- 
viously published. Appropriate identification should be 
provided if the manuscript has been, or will be, used as an 
address. Opinions of contributors not connected with the 
Children’s Bureau are their own and do not necessarily 
reflect the views of CHILDREN or of the Children’s Bureau. 


juvenile delinquents in the United 
States, the Bureau reports an estimated 
number of 45,000 children as cared for 
in such schools during the year ended 
September 30, 1953. The median age of 
the children was 16; nearly three- 
fourths were boys; more than two- 
thirds were white. The annual cost of 
caring for a child ranged from $439 to 
$4,399—the average was $1,985. The 
report also gives information on admis- 
sion policies, capacity and occupancy of 
the schools, program and facilities, per- 
sonnel, and expenditures. 

NEW PERSPECTIVES FOR RE- 
SEARCH ON JUVENILE DELIN- 
QUENCY; a report of a conference 
on the relevance and interrelations 
of certain concepts from sociology 
and psychiatry for delinquency, held 
May 6 and 7, 1955. Edited by Helen 
Witmer and Ruth Kotinsky. Depart- 
ment of Health, Education, and Wel- 
fare, Social Security Administration, 
Children’s Bureau. 1956. 92pp. 30 
cents. CC. B. Pub. No. 356. 

The conference reported in this pub- 
lication was called by the Children’s 
sureau as a step toward bringing de- 
linquency research into closer relation 
to basic theory in the behavioral 


addressed to: 


CHILDREN 


25, D. C. 


sciences. The report includes papers 
presented at the conference by Erik 
Erikson and Robert K. Merton, whose 
viewpoints, the editors note, seem to 
converge in explanation of delinquency, 
although developed separately and out 
of entirely different bodies of theory. 


YOUR CHILD FROM ONE TO SIX. 
Department of Health, Education, 
and Welfare, Social Security Ad 
ministration, Children’s Bureau. CB 
Pub. No. 30. Revised 1956. 110 pp. 
20 cents. 

This latest edition of one of the Bu- 
reau’s series of bulletins for parents 
was prepared with the cooperation of 
child psychologists and psychiatrists, 
pediatricians, preschool and parent edu 
cators, nurses, and specialists in child 
development. It reflects new under 
standing of how children grow and 
develop from infancy to school age, with 
emphasis on happy mental and emo 
tional development. 

RESEARCH RELATING TO CHIL- 
DREN. Department of Health, Edu- 
eation, and Welfare, Social Security 

Bureau. 

Clearinghouse Bulletin No. 3. 1956. 

124 pp. 60 cents. 


Administation, Children’s 


Current research projects concerning 
children—their physical and motor de 
velopment, intelligence, behavior and 
personality—and concerning education, 
and health and social services for them, 
are inventoried by the Bureau's Clear 
inghouse for Research in Child Life in 
this bulletin. Nearly 300 projects are 
included. 


Communications regarding editorial matters should be 


Children’s Bureau 
U. S. Department of Health, Education, and Welfare 
Washington 25, D. C. 


Subscribers should remit direct to the Superintendent of 
Documents, U. S. Government Printing Office, Washington 


CHILDREN is regularly indexed by the Education Index 


UNITED STATES GOVERNMENT PRINTING OFFICE, WASHINGTON 25, D.C. 1956 
For sale by the Superintendent of Documents, U. S. Government Printing Office, Washington 25, D. C. 


Price 25 cents a copy. 


Annual subscription price $1.25 
50 cents additional for foreign subscriptions 
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